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INTRATHORACIC DISORDERS 
PRODUCED BY CALCIFIED 
LYMPH NODES * 
MORTON M. ZISKIND, M.D. + 
NEW ORLEANS 
Most of the 
vulnerable to 


intrathoracic organs are 
injury by calcified lymph 
nodes. Intimate anatomical relationships 
between both structures are re- 
sponsible for the damage which may oc- 
cur. The aim of this presentation is to 
briefly describe some of the patterns of 
disease produced within the chest by cal- 
cified nodes. 


sets of 


PATHOGENESIS 

Calcified lymph nodes usually represent 
residua of healed infection. 
However, in certain areas, such as in the 
Mississippi River Valley, histoplasmosis 
is the most common cause of such calci- 
fication. That healed tuberculosis proc- 
esses can produce the clinical patterns 
to be described here has been established.' 
It also seems certain that healed histoplas- 
mosis can produce the same changes al- 
though definite evidence of such sequences 
remains scanty.” 

In all instances in which calcified 
lymph nodes produce disease, the parent 
condition, tuberculosis or histoplasmosis, 
has previously broken through the cap- 
sule of the node and invaded or invested 


tuberculosis 
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the neighboring organ. 
defenses then confine the inflammatory 
process and the infection subsides and 
heals by scarring and by calcification of 
the necrotic zones. Reactivation of the 
original disease is possible but it is un- 
common; it is more likely to occur in the 
bulky lesions which produce thrombosis of 
the superior vena cava than in the smaller 
deposits responsible for broncholithiasis. 
Once the integrity of the neighboring 
organ has been altered by the original 
disease, progressive injury can occur with- 
out active specific infection. The normal 
respiratory movements favor further pen- 


Local and general 


etration of the damaged organ; nonspeci- 
fic inflammation may also play a part. 


BRONCILOLITHTASIS 

The common sites for bronchial penetra- 
tion and perforation by the calcific nuclei 
of adherent lymph nodes are the angles 
formed by the origins of the middle lobe 
bronchus, the most common location, and 
the anterior segmental bronchi of the up- 
per lobes. Lymph nodes are constantly 
present in these positions and are im- 
portant drainage points in primary pul- 
monary tuberculosis and other pulmonary 
infections which heal with calcification. 
The association of lymph nodes with other 
bronchial segments is inconstant and they 
are infrequently involved by broncholithi- 
asis. The small caliber of the middle lobe 
and segmental bronchi predisposes them 
to bronchial obstruction. Although pene- 
tration and perforation of lobar and main 
bronchi and even the trachea by broncho- 
liths may occur, obstruction is rare be- 





266 


cause of the large caliber of the affected 
tubes. 

The wandering stone may lodge within 
the wall of a small bronchus and provoke 
an inflammatory reaction which narrows 
the lumen. It frequently continues to 
move until it perforates the bronchus and 
enters the lumen. It may be expectorated 
from this site or may persist there ob- 
structing the bronchus. 

Symptoms are mainly due to bronchial 
irritation and ulceration and pulmonary 
and pleural infection. Coughing is chron- 
ically present and usually produces sputum 
which contains pus; foul odor of the 
sputum which is occasionally noted de- 
pends upon the presence of retained anae- 
robic bacteria. Almost all of the patients 
have noted blood-streaked sputum on some 
occasion; massive hemoptysis is common 
and often precedes the expectoration of 
a broncholith. 

Infection distal to the point of obstruc- 
tion will vary in severity. In a sizeable 
proportion of cases, symptoms related to 
infection may be minimal or absent. When 
acute inflammation of the obstructed por- 
tion of lung does develop, fever, expec- 
toration of pus and chest pain are almost 
invariably present. The amount of pus 
and sputum expectorated depends upon 
the degree of obstruction. Once pulmonary 
infection is established, areas of suppura- 
tion and necrosis usually develop. The 
patient may suffer from recurrent at- 
tacks of pneumonia but these are often 
imposed upon pre-existent abscesses or 
bronchiectases. Since the entire obstructed 
area is infected, pleural involvement is 
always present. 

The pleural changes range from super- 
ficial inflammation through effusion to 
empyema. When empyema occurs, it is 
often encapsulated by pre-existing adhe- 
sions. When total empyema develops, it 
is usually a pyopneumothorax which fol- 
lows rupture of a lung abscess. 

A presumptive diagnosis of broncho- 
lithiasis depends upon the demonstration 
of a calcified lymph node at the root of a 
contracted pulmonary segment or the mid- 
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dle lobe. This principle does not hold for 
other contracted lobes where such an as- 
sociation is usually coincidental. The di- 
agnosis is further supported by long dura- 
tion of symptoms and old chest x-ray films 
which show that the changes have been 
present for several years. 

Suspects should be specifically ques- 
tioned concerning the expectoration of 
fragments of calcium; a positive response 
makes the diagnosis secure. Generally, how- 
ever, the diagnosis is established at bron- 
choscopy or by thoracotomy. Expert bron- 
choscopic examination is required because 
the segmental calcifications are difficult 
to reach and are often covered with in- 
flammatory tissue. 


Some of the patients may be perma- 
nently relieved by expectoration or bron- 
choscopic removal of a calculus if no 
other significant fragments are retained. 
Pulmonary and pleural suppuration or 
recurrent hemorrhages must be treated 
without delay by surgical means. Although 
symptoms are absent or mild, thoracoto- 
my will be required where the diagnosis 
of broncholithiasis cannot be established 
and the possibility of cancer cannot be 
excluded. 

Since this condition is not malignant, 
the prognosis is excellent after satisfac- 
tory surgical treatment. Prophylactic sur- 
gery is not advised for the asymptomatic 
patient because the risk of the quiet dis- 
ease is small while the operative pro- 
cedure is often difficult and extensive. 


EFFECTS UPON ESOPHAGUS 

The carinal lymph nodes are closely re- 
lated to the anterior surface of the esopha- 
gus. The nodes extending along the inter- 
mediate portions of the major bronchi 
easily reach the esophagus when they are 
enlarged. These relationships are the ana- 
tomical basis for the involvement of the 
esophagus by calcified nodes. 


The underlying disease is again healed 
tuberculous lymphadenitis. Originally the 


caseating process broke through the cap- 
sule of the node and became adherent to 
Invasion of the esophageal wall 


viscus. 
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occurred which healed by scarring and 
calcification.* 

The most common complication of this 
structural change is the formation of a 
traction diverticulum. This is rarely symp- 
tomatic because the pouch is pulled cepha- 
lad and does not retain food. The diver- 
ticulum occurs most frequently just be- 
low the carina but it is often encountered 
at lower levels and its association with 
broncholithiasis of the middle lobe is not 
uncommon.+* 

The formation of an acquired esophago- 
bronchial fistula is favored by the proxi- 
mity of the nodes and these structures. 
A small fistula of this type will often be 
difficult to recognize.* The patient may 
not complain of dysphagia but careful ob- 
servation often demonstrates coughing af- 
ter fluids are swallowed. Other diagnos- 
tic measures may be required: broncho- 
scopic examination while methylene blue 
is instilled into the esophagus; fluoro- 
scopic examination in various position 
with lipiodol in the esophagus. 

Successful management of esophago- 
bronchial fistula requires surgical treat- 
ment of both diseased organs. Resection 
of the fistulous tract will be necessary. 
Where suppuration has occurred distal to 
the damaged bronchus, the diseased por- 
tion of lung must be removed. 

Cicatricial stenosis of the esophagus is 
rarely produced by calcific lymph nodes. 
It occurs at the level of the carinal lymph 
nodes and produces severe dysphagia and 
weight loss. It can be successfully treated 
by subtotal esophagectomy with intra- 
thoracic esophago-gastric anastomosis. 

EFFECTS ON SUPERIOR VENA CAVA 

The right paratracheal lymph nodes are 
situated behind the superior vena cava 
near its junction with the azygos vein. 
Although neoplastic involvement of these 
nodes is the most common cause of ob- 
struction of the superior vena cava, healed 
calcified tuberculous nodes sometimes pro- 
duce the same effect. The syndrome is 
characteristic with swelling and cyanosis 
of the head, neck and upper extremities. 
Prominent collateral veins quickly appear 
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and are more extensive if the azygos vein 
is also occluded. 

Since the vein is usually thrombosed, 
surgery offers little in this condition. The 
natural development of collateral circula- 
tion and some degree of recanalization 
will produce improvement unless propa- 
gation of the thrombus takes place. How- 
ever, if both the cava and the azygos 
vein are thrombosed, natural processes of 
relief are slow and incomplete. Klassen 
et al.,° have reported such a case where 
substantial improvement was obtained by 
connecting the patent portion of the azy- 
gos vein with the superior vena cava be- 
low the point of obstruction by means of a 
Blakemore tube. 

EFFECTS ON PULMONARY BLOOD VESSELS 

The lymph nodes associated with the 
larger and segmental bronchi are also 
closely associated with the pulmonary 
arteries and veins. The bronchi and blood 
vessels are often matted together by scar 
and calcific material after the healing 
of tuberculous lymphadenitis. This struc- 
tural distortion frequently leads to sur- 
gical difficulties to be described later. In 
some instances calcific or anthracotic 
nodes may erode a neighboring blood ves- 
sel. If the bronchus is also perforated, 
fatal hemorrhage through a _ broncho-vas- 
cular fistula occurs. 

EFFECTS ON INTRATHORACIC NERVES 

Intrathoracic nerve involvement by cal- 
cified lymph nodes is rare but a number 
of cases have been reported by Arnstein.’ 
As would be expected on anatomical 
grounds, the left recurrent nerve which 
is in close relationship to the left para- 
tracheal nodes is most frequently injured. 
The phrenic and vagus nerves may be in- 
volved. 

SPECIAL SURGICAL CONSIDERATIONS 

Calcified lymph nodes are the residua 
of a healed inflammatory process which 
once set up an intense lymphadenitis and 
periadenitis. Although active inflamma- 
tion is no longer present, the bronchi and 
associated blood vessels are matted to- 
gether and difficult to separate. In cases 
where the periadenitis was extensive, a 
hard almost stony sheath of calcified con- 
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nective tissue invests the bronchi and 
neighboring structures and creates very 
difficult surgical problems. 


The periadenitis makes it impossible to 
cleanly dissect the root structures of in- 
volved portion of lung. In fact, such a 
dissection is dangerous and frequently 
leads to massive hemorrhage which can 
only be controlled by ligation of the main 
pulmonary artery and pneumonectomy. 
Resection of diseased lung distal to the 
frozen root is inadvisable because the per- 
forating calculus is left in situ and pre- 
disposes to repeated hemorrhage. These 
features make it necessary to perform 
relatively extensive resections for broncho- 
lithiasis. It is generally necessary to re- 
move a lobe for the relief of segmental 
disease. The problem of middle lobe bron- 
chclithiasis is best solved by the resection 
of both the middle and the right lower 
lobes. 


Even this last procedure will be ex- 
tremely difficult when there is extensive 
lymph node involvement along the inter- 
mediate bronchus. If it is impossible to 
identify the pulmonary vessels within the 
fused peribronchial structures, the opera- 
tor will be unable to divide the bronchus 
at the optimum level and will be com- 
pelled to leave a long stump which will 
predispose to suppuration. 


The surgeon operating for broncholithi- 
asis must remember that traction diver- 
ticula of the esophagus may also be pres- 
ent.’ Failure to rule out that complication 
may lead to inadvertent esophageal injury 
during pulmonary resection. 


Calcified lymph nodes at the lung root 
may embarass the surgeon during lobec- 
tomy for diseases other than broncholithi- 
asis. If the blood vessels at the hilus are 
matted together by densely scarred and 
calcified tissue it may be impossible to 
carry out a planned lobectomy. In one 
recent case of left lower lobe tuberculosis, 
pneumonectomy was necessary because the 
vessels at the lung root could not be sepa- 
rated from the investing sheath of old 
inflammatory tissue. 
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SUMMARY 

1. The relationship of calcified intra- 
thoracic lymph nodes to tuberculous lym- 
phadenitis and histoplasmosis has been 
briefly discussed. 

2. The anatomical conditions favoring 
injury of most of the intrathoracic organs 
by calcified lymph nodes have been pre- 
sented. 


3. The clinical consequences of involve- 
ment of the smaller bronchi, esophagus, 
and intrathoracic blood vessels by calci- 
fied nodes have been listed. 

4. The surgery of broncholithiasis has 
been discussed. The difficulties produced 
by healed periadenitis in pulmonary resec- 


tion for this disease have been empha- 
sized. 
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CHEMICAL BURNS OF THE VAGINA * 
MURPHY J. ST. ROMAIN, JR., M. D. + 
FRANK G. NIX, M. D. + 
NEW ORLEANS 

Chemical agents in the form of tablets 
or solutions are commonly used by many 
women in an attempt to produce abor- 
tions,': 2 or as antiseptic cleansing douches. 
These agents may, on contact with the 
vaginal mucosa, produce severe burns with 
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TABLE 1 
TOTAL ADMISSIONS AND RACE INCIDENCE 

‘Year . Total Hospital Admissions ; iia cians “Chemical Burns Admissions Sue 
July-July Colored White Colored White 
1949-1950 41,765. (65%) 23,377 (35%) 5 1 
1950-1951 42,045 (67%) 21,414 (33%) 18 2 
1951-1952 42,656 (66%) 20,056 (34%) 17 1 
1952-1953 44,934 (67%) 20,355 (33%) 21 1 
1953-1954 46,469 (70%) 19,920 (30%) 8 1 
Totals 217,869 (67.5%) 105,122 (32.5%) 69 (92%) 6 (8%) 


resultant hemorrhage and all the sequelae 
that may ensue. 

Many forms of abortifacients have 
achieved eras of popularity, only to be 
condemned with the passage of time. 

In 1950, Davis! reported a series of 
2,665 abortions, of which 90 per cent were 
probably induced. The popular abortifaci- 
ents were pastes and fluids injected into 
the uterine cavity. The mortality rate was 
0.26 per cent. The deaths were caused by 
soap bubble emboli and sepsis. There were 
4 cases of traumatic rupture of the uterus. 
The most common complication was gross 
infection. 

In the same year as 
Dutra’? reported an investigation of 7 
cases with 4 deaths. The abortive agent 
was an intrauterine paste. Analysis of 
the paste revealed: soft soap, small quan- 
tities of iodine and various aromatic sub- 
stances such as pine oil or thymol. Intra- 
venous administration of the paste killed 
laboratory animals instantly. Subcutane- 
ous injection led to necrosis of the skin 
similar to the necrosis seen in the uterine 
wall. When the pastes were used as abor- 
tifacients on humans, they had the fol- 
lowing complications: prompt death from 
intravenous injection, severe acute or de- 
layed hemorrhage, necrosis and perfora- 
tion of the uterus, local and widespread 
inflammatory disease, and delayed effects 
such as sterility and fibrous peritoneal 
adhesions. 

The following series of 75 cases of 
chemical burns of the vagina were treated 
at Charity Hospital as inpatients during 
the five year period, July 1949 to July 
1954. The race incidence was 69 colored 
(92 per cent) and 6 white (8 per cent). 


Davis’s_ report, 





(Table 1). An untold number of chemical 
burns of the vagina, with less serious 
complications, were treated on an out- 
patient basis. 

The average age was 26 years, the 
youngest was 17 years and the oldest was 
45 years. In the colored patients, parity 
varied from 0 to 12, with 88 per cent hav- 
ing 4 or more living children. In the white 


patients, parity varied from 4 to 8, with 
100 per cent having 4 or more living 
children. (Table 2). 

TABLE 2 

PARITY 
; Para 0 Para I Para II zm <r HII : Above III 
6 10 is ll 30 


11 








The majority of the patients, 56 cases 
(74.7 per cent) admitted using the agents 
in an attempt to produce abortions. 
(Table 3). In 3 of these cases, tablets 
were inserted into the vagina in conjunc- 
tion with intrauterine catheters and va- 
ginal packs by midwives. These 3 cases, 
when first seen, showed evidence of pel- 


vic infection. 

TABLE 3 
: Attempted — 
Agents Used No. of Cases Abortions 
K MnO, Tablets 52 (69.3% ) 52 (69.3%) 
K MnO, Douche 21 (28. %) 3 ( 3.9%) 
Orange Blossom Supp. 1( 1.3%) 0 
Mercuric Chloride Tab. 1( 1.3%) 1( 138%) 
Total 75 (100% ) 56 (74.5% ) 


Seventy-three cases (97.3 per cent) 
were the result of the use of potassium 
permanganate tablets or crystals. In 52 of 
the cases, the tablets were inserted into 
the vagina as abortifacients. In 21 cases 
the tablets or crystals were incompletely 
dissolved in water in the preparation of 
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douche solutions and the undissolved par- 
ticles resulted in vaginal burns. 

Potassium permanganate is a compound 
that readily yields oxygen. It is an irritant 
to mucosa and should not be used in con- 
centrations less than 1:1,000. Potassium 
permanganate has been a common con- 
stituent of oral abortifacient pills for 
many years.* 

One case (1.3 per cent) was the result 
of “Orange Blossom suppositories”. This 
patient apparently was treating a vaginal 
discharge. Bleeding occured three days 
after the insertion of the suppositories. 
Vaginal examination revealed multiple 
raw bleeding areas 1 to 2 cms. in diame- 
ter. 

Orange Blossom suppositories consist 
of alum, borax, and petrolatum. They are 
recommended for: “simple irritations of 
the vaginal tract’. 

In the remaining case (1.3 per cent), 
tablets of mercuric chloride were used. 
This patient admitted using the tablets 
as an abortifacient. 

Mercury poisoning may produce local 
lesions. The systemic effects depend on 
the amount of absorption. It may produce 
nephritis, colitis, and inflammation at 
the point of absorption. The mortality, 
without prompt treatment, may run over 
40 per cent. 

In the group of 56 patients who admit- 
ted using the agents as abortifacients, 5 
cases were diagnosed as not pregnant on 
admission. Six patients were pregnant 
on admission and did not abort, but they 
did not return to Charity Hospital for 
follow up (Table 4). There were 45 cases 


TABLE 4 
END RESULTS OF ATTEMPTED ABORTIONS 


(56 CASES) 


Pregnant, 


No 
Abor- Not Preg- Follow- Live Still 
Abortifacients tions nant Up Births Births 
K MnO, Tablets } 5 5 37 1 
KMnO, Douche 1 0 0 l 1 
HgCl. Tablets 0 0 1 0 0 
Total 5 5 6 38 2 


of proven pregnancies which were fol- 
lowed to termination at Charity Hospital. 
These pregnancies resulted in 38 term 
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live births, 2 stillbirths and 5 abortions. 

In the group of 5 that did abort, 3 cases 
may be attributed to the work of mid- 
wives, as they had intrauterine catheters, 
vaginal packs, and intravaginal perman- 
ganate pills. The fourth abortion occurred 
three months after the insertion of the 
permanganate tablet. The fifth abortion 
occurred two hours after the taking of a 
permanganate douche. Potassium perman- 
ganate did not seem to be responsible for 
any of the abortions in this group. 














Vaginal bleeding was present in all 
75 cases. (Table 5). In 74 cases the bleed- 
TABLE 5 
SIGNS AND SYMPTOMS 

; jt - Es- 

char 

Onset of Clinical Chills otic 

Agent Pain Bleeding Shock & Fever Ulcer 
{ 30 min.- 

KMnO; Tablets 0 ?} 6hours 15 3 52 
{ 30 min.- 

KMnO; Douche 0 ?) 6hours 14 0 21 

Orange Bl. Supp. 0 3 days 0 0 0 

HgClz Tablets 1 thour 0 0 1 
{ 30 min.- 

Total 1 | 3days 29 3 74 


minutes to six 
of the tablets 
of the Orange 


ing occurred within thirty 
hours after the insertion 
or douching. In the case 
Blossom suppositories, bleeding occurred 
three days later. Most of the bleeding 
could be termed moderate, although some 
of the cases had severe vaginal hemorr- 
hage. Twenty-nine of the cases were in 
a state of clinical shock on admission. 
The average time between onset of bleed- 
ing and examination by the physician 
was twelve hours. When first examined, 
55 of the patients exhibited active bleed- 
ing. Chills, fever, and signs of pelvic in- 
fection were manifested by the 3 patients 
who had visited midwives. Pain was a 
symptom in only 1 case, the mercuric 
chloride case. 

On physical examination, escharotic 
lesions were present in 74 cases (98.7 


per cent). These ulcers were typical of 
caustic burns. 

In 73 cases (97.4 per cent) the lesions 
resulted from the use of permanganate. 
These ulcers presented a clean, granular, 
base with punched out appearance 


red 
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and blackened raised margins. Frequently, 
eroded vessels were found actively bleed- 
ing from the margins of these ulcers. 

In the case of the burns due to mercuric 
chloride tablets, the ulceration was grey- 
ish white with a dirty appearing base, 
and without the typical raised blackened 
margins of the permanganate burns. 

Most of the lesions were in the upper 
half of the vagina. The fornices usually 
presented kissing lesions with both va- 
ginal and cervical burns. 

Hematocrit determinations varied from 
18 mm. to 41 mm., the average being 26 
mm. The case of mercuric poisoning had 
normal blood chemistries and urinalyses 
during her seven days of hospital stay. 

The treatment consisted of hemostasis, 
blood replacement, antibiotics, and anti- 
toxins. Hemostasis was accomplished by 
sutures in 25 cases. Suturing was impos- 
sible in 5 cases, due to the extensive necro- 
sis, and vaginal packs were used to control 
the hemorrhage. Iodoform vaginal packs 
alone were used to control the bleeding in 
145 cases. Transfusion was required in 59 
cases. Fifty-three patients received from 
500 to 1500 cc. whole blood. Six patients 
received from 1500 to 3500 cc, whole 
blood. Thirty-two patients received an- 
tibiotics. Tetanus and gas gangrene an- 
tisera were administered to 18 patients. 
The 3 patients with pelvic infection were 
treated with nasogastric suction and in- 
travenous fluids in addition to the above 
forms of treatment. Seventy-three of the 
patients were treated in the treatment 
rooms and on the wards. Two patients 
were taken to surgery where dilatation 
and curettment of the uterus was done 
along with suturing of the vaginal bleed- 
ing points. These two were not pregnant. 

Iodoform gauze vaginal packs were 
the type used in these cases. “Iodoform 
gauze packs have been known to produce 
caustic burns of the vagina”.'! No defi- 
nite complications were attributed to the 
use of iodoform in this series. 

There were no deaths in this series. 
One of the cases of pelvic infection devel- 
oped phlebothrombosis in the lower ex- 
tremities, which was treated with super- 


271 


ficial femoral vein ligation. Later sequelae 
in the cases followed were 4 cases of 
banding scars with stenosis of the up- 
per one-third of the vagina. 

The hospital stay varied from one to 
eighteen days. Fifty-three (70.7 per cent) 
of the patients were in the hospital three 
days or less. The remaining 22 (29.3 per 
cent) were hospitalized from four to 
eighteen days. The average hospital stay 
was 2.7 days. 

CASE REPORTS 

The case of mercuric chloride and one 
of the cases of potassium permanganate 
burns are presented. 

1. Case No. 22, L. S., thirty-five year old 
white woman, gravida vi, para iii, abortus iii. 
Admitted November 23, 1950. Her LMP was in 
July 1950. The patient admitted placing a mer- 
curic chloride tablet in the vagina at 2:00 A.M. 
on the day of admission, “in an attempt to abort 
herself”. One hour later her teeth, gums, and 
vagina began to ache and burn. Physical exami- 
nation was essentially normal except for the 
pelvic findings. The uterus contained a four 
months’ gestation. The pesterior lip of the cervix 
revealed ulceration that was greyish white with 
a dirty appearing base. The cervical lesion was 
not bleeding enough to require any local treat- 
ment. The patient was admitted for observation. 
The blood chemistries, urinalyses, and urinary 
output remained normal. She was discharged on 
her seventh hospital day. 

The patient was seen in the clinic a month 
later and was described as a normal five months 
pregnancy. She did not return to Charity Hospi- 
tal for further follow-up. 

2. Case No. 60, J. A., twenty-nine year old 

woman, gravida iv, para iv, abortus o. 
She was admitted to the hospital on October 29, 
1952. Her LMP had been on September 19, 1952. 
She gave the history of “inserting 2 potash tab- 
lets in the vagina in an attempt to produce an 
abortion last P.M.”. Vaginal bleeding became 
profuse a few hours later and she was brought 
to the hospital per ambulance. 

On admission her pulse rate was 108 and blood 
pressure was 70/40. Her skin was cold and clam- 
my. Pelvic examination revealed the uterus to 
be six weeks pregnant. The anterior lip of the 
cervix and the anterior, right and posterior for- 
nices presented blackened, burned out eschars ap- 
proximately 2 by 3 ems. that were actively bleed- 
ing. The vagina was packed and blood transfu- 
sion was started. She was transferred from the 
admitting room to the ward, where she received 
a total of 3000 cc. blood. She also received peni- 
cillin, streptomycin and stilbesterol. Hematocrit 
(after more than 1500 cc. blood) was 34. She was 


colored 
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discharged on her fifth hospital day and was 
followed in the OB clinic. On June 21, 1953, 
she had a normal spontaneous delivery of a nor- 
mal 7 pound 12 ounce male infant. 
DISCUSSION 

Potassium permanganate is becoming 
popular among the uneducated and mal- 
informed as an abortifacient. These people 
are impressed with the promptness and 
the certainty of the vaginal bleeding. To 
these patients, seeing vaginal blood and 
menstruation are synonymous. However, 
their contentment changes to frustration, 
and the gestation continues undisturbed. 
This fad is not limited to this area, as 
evidenced by another observer.” When 
potassium permanganate is used as an 
antiseptic solution, it should be properly 
diluted and allowed to form a solution. 
The undissolved particles may produce 
caustic burns. 

The treatment, as outlined in this series, 
has been satisfactory. The use of iodo- 


form gauze packs, however, cannot be 
recommended. The side reactions to this 
preparation could produce additional 


harm", Plain gauze vaginal packs would 
produce the same hemostatic effect. 

The two abortions that were not at- 
tributed to midwives fall well within the 
incidence of all pregnancies that end in 
spontaneous abortion.‘ 

SUMMARY AND CONCLUSIONS 

A series of 75 cases of chemical burns 
of the vagina have been presented. Fifty- 
six of the patients admitted using the 
agents as abortifacients. The remaining 
19 patients used the agents for cleanli- 
ness. 

The outstanding symptom was vaginal 
bleeding. Ulcerative vaginal lesions re- 
sponsible for the bleeding were present 
in all cases. The typical eschar resulting 
from caustic agents has been described. 

The treatment consisted of hemostasis, 
blood transfusion, mixed sera, and anti- 
biotics. 

The intravaginal use of potassium per- 
manganate is ineffective as an abortifaci- 
ent. Its use as a cleansing douche may 
produce serious vaginal burns if any un- 
dissolved crystals come in contact with 


the vaginal mucosa. 
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THE USE OF A NEW DRUG, 
ACRIZANE CHLORIDE, FOR 
THE TREATMENT OF 
YEAST VAGINITIS * 
CHARLES F. MOLL, JR., M.D. 

C. GORDON JOHNSON, M.D. 

NEW ORLEANS 
Acrizane chloride is Abbott Labora- 
tories’ trademark for phenacridane chlor- 
ide. It has a chemical formula 9-p-hexy- 
loxyphenyl-10-methylacridinium chloride. 
Secause of its fungicidal activity and dif- 
fusibility in high titer, acrizane chloride 
appears to hold promise for effective 
treatment of certain fungous infections, 
including those of the vaginal tract, scalp, 
skin, and nails. The potential effectiveness 
of acrizane chloride against the fungus 
most commonly seen in the vaginal tract 
may be judged from in vitro tests! in 
which a concentration of only 5 meg. per 
ml. inhibited the growth of Candida 
albicans. Killing effects were obtained 
within fifteen minutes or less on Candida 
albicans in dilutions of 1:20,000. The 
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penetrative capacity of Acrizane Chloride 
has been noted both grossly and micro- 
scopically. This property is believed to be 
of considerable importance in the treat- 
ment of fungous diseases. Acrizane chlo- 
ride has been shown to be nonirritating 
and highly effective as a germicide. It 
showed marked bacteriostatic and _ bac- 
tericidal potency against a number of 
gram negative and gram positive organ- 
isms, both in vitro? and in vivo,.*® 

Little is known of the fate of the drug. 
None was found in the urine of dogs re- 
ceiving 20 mg./Kg. orally for four days. 
After intravenous administration acrizane 
chloride appeared briefly in the urine. 
From one half to two and a half hours 
after administration the urine showed 16 
meg./ec. The dose was 30.5 mg., so that 
the drug found was less than 0.2 per cent 
of that administered. None was found in 
the blood or bile, although there was he- 
molysis of the blood as evidence of its 
presence. 

Acrizane chloride vaginal cream is sup- 
plied in a 1:200 concentration (0.5 per 
cent) in a vanishing cream type base con- 
taining diglycol stearate, propylene glycol, 
cetyl alcohol, and stearic acid. 

The purpose of this paper is to present 
the results of treatment of monilial vagin- 
itis with acrizane chloride. 

A total of 48 patients were seen in pri- 
vate practice with vaginal moniliasis dur- 
ing this study, over a period of twelve 
months. The diagnosis of monilia was con- 
firmed by the wet slide technic. Nearly all 
patients complained of at least one or 
more of the common symptoms of vagini- 
tis, namely discharge, pruritus or burning. 
Three patients were entirely asymptoma- 
tic. Many of the patients showed acute 
vaginal and cervical inflammation. 

All of the patients treated in this series 
were placed on a similar regime in which 
acrizane chloride cream was inserted vag- 
inally by the use of a plastic applicator, 
either in the office by the physician, or 
at home by the patient. Home treatment 
consisted of one vaginal application each 
night, and then a douche with soda upon 
arising. This treatment was carried out 
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daily through at least one menstrual cycle, 
with office examination and treatment 
once weekly. The patient was instructed 
to be extra diligent in carrying out the 
regime, especially in the premenstrual 
and postmenstrual phase, and also to con- 
tinue the insertion of the cream vaginally 
throughout the time she was menstruat- 
ing. Approximately five days after her 
menses all treatment was stopped, includ- 
ing douches, and vaginal smears were 
checked three days later. If the smear was 
negative she was continued on a modified 
regime, using the vaginal cream three 
times weekly through her next menstrual 
period. Vaginal smear was repeated after 
the second menstrual period. After ob- 
taining two consecutive negative smears 
she was considered clinically and micro- 
scopically cured. 

Ten of the 48 patients failed to return 
for further treatment or follow-up smears 
after the initial diagnosis was made, and 
treatment prescribed. The majority of 
these cases were patients from districts 
outlying New Orleans for whom it was 
difficult and inconvenient to come in for 
frequent treatment. Practically all of these 
had mild symptoms, and 2 were completely 
asymptomatic. Therefore, these 10 cases 
have been discarded from the statistical 
analysis of the series. 

Of the 38 cases treated, 28, or 73.7 per 
cent, showed complete cure as manifested 
by remission of symptoms and negative 
smears following treatment through one 
or more menstrual cycles. Seven patients, 
or 18.4 per cent of the total, manifested 
definite clinical improvement when seen 
in the office on follow-up visits. Most of 
these patients failed to return to the of- 
fice for more than one or two visits, and 
were not followed through a complete 
cycle of treatment. One of these moved 
away from New Orleans before finishing 
the complete course of treatment. Al- 
though no smears were obtained for lab- 
oratory confirmation of cure, it is be- 
lieved that these also would have shown 
complete cure if they had returned. 

In 2 cases, or 5.3 per cent of the total, 
no cure was obtained as evidenced by re- 
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peatedly positive smears while under con- 
tinuous treatment. One was a single white 
female whose symptoms were moderate 
when first seen, and subsided almost com- 
pletely on treatment with acrizane chlo- 
ride. However, repeated slides were per- 
sistently positive. The treatment was then 
combined with gentian violet therapy at 
the office, and on this regime cure was 
obtained. The other case was a married 
parous white female, who had been prev- 
iously treated by other means of therapy, 
and returned with a re-infection of yeast 
vaginitis. She was placed on acrizane 
chloride treatment, but returned at rather 
infrequent intervals for follow-up, and be- 
came pregnant during this time. She is 
asymptomatic at present on home therapy. 

In 1 additional patient, or 2.6 per cent 
of the total, treatment with acrizane chlo- 
ride vaginal cream had to be discontinued 
due to an exacerbation of the vaginal 
symptoms and an acute febrile reaction 
with an elevation of temperature to 102 
degrees Fahrenheit. This patient inserted 
the cream vaginally on two successive 
nights, with exacerbation of symptoms 
becoming more marked after the second 
treatment. These symptoms completely 
subsided after cessation of the use of the 
cream and douching with soda. She had 
been treated with gentian violet vaginally 
three days before beginning the use of 
acrizane chloride, and the possibility of 
sensitivity to gentian violet was enter- 
tained also. However, she had previously 
been treated with gentian violet prior to 
this episode, and was also treated with it 
subsequently with no untoward reaction. 
Hence, the possibility of sensitivity to 
gentian violet was ruled out, and it must 
be assumed that the exacerbation and 
febrile reaction were due to the use of 
acrizane chloride. This patient has a long 
history of allergy to numerous other drugs 
in the past, and so the occurrence of a re- 
action in such a patient is more probable 
than in the average person. This was the 
only sensitivity or toxic reaction noted 
among all the 38 cases in which this drug 
was administered. 

In this series there were 7 pregnant 
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patients. In 5 of these the diagnosis of 
yeast vaginitis was made at the initial 
visit when the diagnosis of pregnancy was 
substantiated. One of these 5 is the prev- 
iously mentioned patient who was treated 
for a_ re-infection with yeast vaginitis 
which failed to respond to treatment with 
acrizane chloride. Three of the other 4 
had moderate to acute vaginal symptoms 
which responded very satisfactorily to 
acrizane chloride therapy. The fourth case 
was completely asymptomatic. In 1 patient 
the symptoms of yeast vaginitis occurred 
later in pregnancy, and responded quick- 
ly to acrizane chloride treatment. In the 
remaining case the patient failed to re- 
turn for treatment or prenatal care after 
the diagnosis of yeast vaginitis was made. 
None of the pregnant cases were permit- 
ted to use vaginal cream at home after 
the beginning of the third trimester, and 
rarely was office therapy indicated. It 
cannot be too strongly emphasized that 
vaginal treatment must not be undertaken 
by the patient herself in the last trimester 
of pregnancy. 

Of the 28 patients in whom cure was 
obtained with the use of acrizane chloride, 
4 returned at a later date with a re-infec- 
tion. These varied in time of onset follow- 
ing the previous last reported negative 
smear from five weeks to six months. At 
least one of these patients had received 
antibiotic therapy in the interim for the 
treatment of an acute cystitis. Treatment 
of these cases with re-infection consisted 
of the application of gentian violet va- 
ginally at the office, and the use of acri- 
zane chloride for home therapy. All these 
responded quickly and very satisfactorily 
to the treatment. One of the 4, however, 
exhibited a sensitivity reaction to gentian 
violet, and the use of this was discontin- 
ued and acrizane chloride alone was ad- 
ministered. Following this therapy remis- 
sion of the symptoms and negative smears 
were obtained. 


The use of acrizane chloride vaginal 


cream was well accepted by all patients. 
A very minimal number, approximately 
4 or 5 patients, commented that some yel- 
low staining of their clothing and linen 
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aad occurred, but upon further interroga- 
ion they stated that it washed out fairly 
‘asily, and no permanent staining or dam- 
ge was reported. All patients were in- 
tructed to douche upon arising in the 
norning which further lessened the oc- 
currence of staining from the vaginal 
secretion. It is felt that this is a distinct 
idvantage over the application of gentian 
violet which is accompanied by definite 
permanent staining in almost every case, 
and is extremely distasteful to the patient. 
The possibility of patient sensitivity to 
gentian violet is also obviated. The neces- 
sity of numerous visits to the doctor’s of- 
fice for treatment is also reduced, and bet- 
ter patient cooperation in the use of the 
medication is usually obtained. The neces- 
sity of the patient wearing a vaginal pad 
constantly is eliminated. 
CONCLUSIONS 

Phenacridane chloride, or acrizane chlo- 
ride by its trade name, has been proved 
by laboratory tests to be a highly fungi- 
cidal agent. Clinically it appears to be an 
efficacious drug in the treatment of yeast 
vaginitis. All degrees of vaginal monilia- 
from mild to very acute, were en- 
countered in this series. Treatment with 
acrizane chloride gave prompt and last- 
ing remission of symptoms in the majori- 
ty of cases. In the average case the drug 
was well accepted by the patient. The 
ease of application of the drug makes its 
use well tolerated, as messy and obnox- 
ious procedures are avoided. No toxicity 
of any consequence was_ encountered. 
Only one mild toxic reaction was seen in 
a patient known to be allergic to numer- 
ous drugs. It was found that this drug 
could be used in combination with other 


sis, 


agents which seemed to augment the 
treatment in certain cases. Hence, the 
flexibility and scope of therapy is en- 


hanced. In cases of resistant vaginitis or 
re-infection the effectiveness of acrizane 
chloride alone was not as marked. In these 
cases the combined application of gentian 
violet by the physician at the office and 
acrizane chloride by the patient at home 
gave excellent results. Therefore it is our 
feeling that this new drug is a specific 
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and valuable agent in the treatment of 
yeast vaginitis. 

1. A new drug, acrizane chloride, has 
been proved by laboratory tests to be a 
potent fungicidal agent. 

2. A series of 38 cases is reviewed 
here, using acrizane chloride vaginal 
cream for the treatment of yeast vaginitis. 

3. In 28 cases, or 73.7 per cent, defi- 
nite cure was obtained by both clinical 
and laboratory standards. 

4. In 7 additional cases, or 18.4 per 
cent, clinical improvement was manifest, 
but laboratory confirmation of cure was 
not obtainable due to failure of the pa- 
tients to return. 

5. In 3 cases, or 7.9 per cent, cure was 
not obtained by the use of this drug 
alone, but when combined with other 
means of treatment cure resulted. 

6. In 7 patients the presence of yeast 
vaginitis was seen during pregnancy. One 
of these had vaginal moniliasis prior to 
becoming pregnant. Treatment with acri- 
zane chloride was found to be effective 
and safe during pregnancy also. 

7. No toxicity of any consequence was 
encountered as a result of the use of this 
drug. 
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DISCUSSION 

Dr. George T. Schneider, (New Orleans): It 
is a pleasure to discuss Dr. Moll’s paper before 
this Society and to learn that we now have an- 
other valuable agent in the treatment of vaginal 
moniliasis. However, I believe it is problematic 
whether the perfect remedy for moniliasis, and 
for that matter, trichmoniasis, will ever be found. 
Every reported series of cases has shown a small 
percentage of patients in whom monilial resis- 
tance is encountered, or sensitivity to the drug 
develops, as it did in one patient in Dr. Moll’s 
series. That is why the continued discovery of 
new effective agents in combatting this infection 
is so important. The same applies, of course, to 
antibiotic therapy of bacterial infections. There 
are always resistant strains which develop and 
require new potent drugs, either singly or in 
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combination. This was brought out by Dr. Moll 
when he found it necessary to supplement the 
acrizane therapy with gentian violet in order to 
effect a cure in some of his recurrent cases in 
which partial immunity to the acrizane was ap- 
parently developed by the yeast. 

Dr. Moll advocates use of soda douches in the 
morning for cleansing and to help prevent stain- 
ing of the underclothes. I would like to ask Dr. 
Moll why he has a preference for soda. This 
would tend to shift the pH of the vagina tem- 
porarily toward the alkaline side, where the ten- 
dency for monilia to grow is increased. 

We know that the normal pH of the vagina 
is between 3.8 and 4.4, which is conducive to the 
growth of the friendly Doederlein’s bacilli. A pH 
favorable for trichomonas, and 
Monilia albicans survives and multiplies at a pH 
of 5.5 to 7.4. This, of course, is the reason why 
vaginal moniliasis tends to flare up during or 
after a menstrual period, when the mildly alka- 
line menstrual blood (pH 7.2) tends to shift the 
vaginal pH towards the alkaline side. Dr. Moll 
emphasized this fact in advocating continuation 
of acrizane therapy throughout the menstrual 
period. 


of 5 to 6 is 


Each physician has his own particular prefer- 
ence of douches but it has been our experience, 
as well as that of others in the last few years, 
that adding a detergent to the douching agent is 
advantageous. Detergents, as you know, are 
cleansing agents which hold foreign matter in 
suspension or emulsion. Like soap, their cleans- 
ing action is due to their ability to lower the 
surface tension, but unlike soap, they are stable 
and active in an acid medium. This action makes 
the cytoplasmic membrane of vaginal organisms 
more permeable and allows the moniliocidal, tri- 
chomonicidal, or bacteriocidal 
to kill the organism. 


agent more easily 
Detergents, such as sodium 
lauryl sulfate, are in the formula of a number of 
douche powders, such as trichotine (R), and are 
in a majority of the household detergents. Phi- 
soderm (R) or phisohex (R), with which you are 
all familiar and which contains the detergents 
alkyl aryl sulfonate, has proved, in my experience, 
to be a great help in eliminating monilial and 
trichomonas infections when about 3 tablespoon- 
fuls, or enough to make a sudsy solution, is added 
to the douche water. 

One final point that I would like to bring out 
is in reference to the resistant monilial cases in 
which recurrence develops as a result of growth 
foci in the labial and clitoral folds. It should be 
emphasized that not until these areas have been 
treated in the office by thorough cleansing and 
direct application of an effective agent, such as 
gentian violet, plus the continued external appli- 
cation of propion gel or a similar substance at 
home will complete cure be obtained. It has been 
our custom routinely to obtain a smear and cul- 
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ture of cutaneous and clitoral folds for yeast in 
these cases, and also in other vulval pruritic 
cases of unknown etiology. 

I would like to ask Dr. Moll if he encountered 
any patients of this type in his series and 
whether acrizane proved effective and suitable for 
external vulval application? 

Also, does he check the fasting blood sugar of 
these patients and were any found to have dia- 
betes? 
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COMPARISON OF TWO REGIMES 
FOR THE TREATMENT OF 
ENTEROBIASIS WITH 
PIPERAZINE CITRATE * 
ROBERT W. SAPPENFIELD, M.D. 
CLYDE SWARTZWELDER, Ph. D. 
JOSEPH H. MILLER, Ph. D. 
FRANCES MARTINEZ, M. T. 

NEW ORLEANS 

The object of this study was to ascer- 
tain the efficacy of piperazine citrate for 
the treatment of patients with pinworm 
infection through a comparison of two 
schedules of therapy with this anthelmin- 
tic. In previous reports of evaluations of 





the oral administration of piperazine cit- 
rate for the treatment of enterobiasis,'~* 
the dosage usually has been based upon age 
groups or on weight ranges of 15 to 30 


pounds. This has resulted in considerable 
variation in the relationship of dosage to 
weight. In the present study, more exact 
dosage based upon weight of the patient 
was used. 

The usual dosage schedule employed for 
the treatment of pinworm infection with 
either gentian violet or piperazine citrate 
consists of anthelmintic therapy for two 
alternate weeks (treatment for seven days, 
rest seven days, treatment for seven 
days). Brown and Chan! have observed 
that eggs of Enterobius vermicularis were 
demonstrable in Scotch tape anal swabs 
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taken on some patients during the seven 
lay rest period. This finding indicates 
that exposure to autoinfection may occur 
during treatment with this regime. In 
the present study this schedule of therapy 
was compared with a straight fourteen 
day course of medication. The latter 
method shortens the period of treatment, 
eliminates the interruption of medication 
and possibly reduces autoinfection during 
therapy. 
METHODS 

The diagnosis of enterobiasis was based 
on the demonstration of pinworm eggs on 
at least one of three Scotch tape anal 
swabs before treatment. In only one case, 
in which adult worms were collected and 
identified, was treatment initiated without 
preparation of anal swabs. Diagnosis was 
not based on a history of passage of 
worms or of an anal pruritus. Evaluation 
of treatment was based upon examination 
of 7 Scotch tape swabs, one daily for seven 
consecutive days starting the day after 
the completion of therapy. The treatment 
was considered a failure if pinworm eggs 
were demonstrable on any of the 7 Scotch 
tape swabs. 

The drug product used in this study was 
an orange-flavored syrup which contained 
piperazine citrate in an amount equivalent 
to 100 mg. of piperazine hexahydrate per 
ce. (Syrup of Antepar). The daily dosage 
was 30 to 35 mg. per pound of body 
weight divided in two equal doses. The 
maximum daily dose was 2 gm. (20 cc.). 
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Patients who weighed 66 or more pounds 
received the maximum dosage. The drug 
was measured by cc. in graduated paper 
cups. This eliminated the variation in 
dosage which occurs when teaspoons are 
employed for measuring and dispensing 
the drug. Adult patients or parents of 
treated children were interrogated to de- 
termine if untoward reactions occurred 
during the course of therapy. 
RESULTS 

The results of this study are summa- 
rized in Table 1. The infection was elimi- 
nated in 26 of the 27 patients who re- 
ceived piperazine citrate for two alternate 
weeks. Ninety-six per cent of the patients 
in this group were treated successfully. 
The patient who was treated unsuccess- 
fully received 29 mg. of the drug per 
pound. Retreatment with this same sched- 
ule and dosage was effective. One patient 
in this series complained of vomiting 
which was probably related to the devel- 
opment of measles during therapy. One 
other patient reported mild abdominal 
cramps. 

Pinworm infection was eliminated in 30 
of the 33 cases who received medication 
for fourteen consecutive days. In this 
series 91 per cent of the patients were 
treated successfully. Two of the 3 patients 
whose infections were not eliminated re- 
ceived 34 mg. of drug per pound daily; 
the dosage for the remaining case was 21 
mg. per pound. Complaints were regis- 
tered by 3 patients in this group. Two 


TABLE 1 


Regime I 


Total daily dosage 


equal doses) 


Schedule Treatment for 7 days 


No treatment for 7 days 


Treatment for 7 days 
97 


~ 


No. of patients treated 
No. of patients 
treated successfully 26 
Percentage of patients 
treated successfully 96 
Complaints during 
treatment 


Computed on a basis of 30 to 
35 mg. per lb. up to a maximum 
of 2.0 gm. (divided in two 


1 case: vomiting (had measles) 
1 case: mild abdominal cramps 


Regime II 
Computed on a basis of 30 to 
35 mg. per lb. up to a maximum 
of 2.0 gm. (divided in two 
equal doses) 
Treatment for 14 consecutive days 


91 
2 cases: abdominal cramps and 
diarrhea 
1 case: mild abdominal cramps 
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members of the same family experienced 
abdominal cramping and mild diarrhea of 
brief duration. One patient complained of 
mild abdominal pain. 

DISCUSSION 

The percentages of cases treated success- 
fully was high in both series, i.e., 96 and 
91 per cent, respectively. The difference 
between the results of the two regimes is 
not statistically significant. The relation- 
ship of the mild complaints to therapy is 
doubtful in most of the cases. The com- 
plaints did not occur with sufficient fre- 
quency to show disparity between the two 
schedules. 

White and Standen* reported that pip- 
erazine citrate in proper dosage is highly 
effective for the elimination of pinworm 
infection. Analysis of their data showed 
that on a weight/dose/cure ratio, a cure 
rate of 97 per cent was obtained when the 
daily dose exceeded 50 mg. per kg. of 
body weight. The percentage of cures was 
considerably less in patients who received 
lower dosages. The therapeutic results ob- 
tained in the present study, employing a 
dosage of 30 to 35 mg. of drug per pound, 
up to a maximum of 2.0 gm. daily, are 
comparable to those of White and Standen. 
Spontaneous loss of infection in untreated 
control cases of enterobiasis has been re- 
ported to be approximately 20 per cent.': * 
Using a dosage schedule based upon 
weight ranges of 15 to 30 pounds, Brown 
and Chan! recently reported that a ten 
day course of treatment with piperazine 
citrate eliminated 89 per cent, a “split 
fourteen day” course, 92 per cent, and the 
fourteen consecutive day course, 97 per 
cent of the pinworm infections. These 
workers observed that a total daily dose 
of 45 mg. per kg. of body weight (hexa- 
hydrate) was 100 per cent effective 
whether given for ten or fourteen days. 
The 4 cases in the present series, in which 
fourteen days of treatment failed to elimi- 
nate the infection, received a total daily 
dose in excess of 45 mg. per kg. 

The piperazine citrate syrup was favor- 
ably accepted by the patients due to its 
pleasant taste. In fact, it was necessary 
to instruct the parents to store the drug 
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in a site inaccessable to the children to 
prevent them from taking an excess of the 
anthelmintic. 

SUMMARY 

Enterobius vermicularis was eliminated 
in 91 per cent of a series of 33 patients 
treated for fourteen consecutive days with 
piperazine citrate (Syrup of Antepar). 
Ninety-six per cent of a series of 27 patients 
were treated successfully with the same an- 
thelmintic for two alternate weeks (seven 
days’ treatment, seven days without ther- 
apy, seven days’ additional medication). 
The difference between the therapeutic re- 
sults with these two regimes is not statis- 
tically significant. Complaints during ther- 
apy were infrequent and mild in both 
groups of patients. The total daily dosage 
was 30 to 35 mg. of the hexahydrate equi- 
valent of piperazine citrate syrup per 
pound (divided in two equal doses). The 
maximum daily dose was 2.0 gm. 

When piperazine citrate was adminis- 
tered in either of the above schedules of 
treatment, it was highly effective for the 
elimination of pinworm infections and was 
well tolerated by children and adults. 
Treatment for fourteen consecutive days 
offers some practical and theoretical ad- 
vantages over therapy for two alternate 
weeks. 
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at this time for two reasons. First, there 
has been a mounting incidence of gastro- 
intestinal hemorrhage during the last two 
decades which is reflected in the rising 
volume of papers appearing in the medical 
literature and by the increasing percent- 
age of hospital admissions of such cases. 
These facts are pointed out by Warthin ' 
in his recent monograph on the subject. 
Secondly, there have been striking changes 
in attitude toward both diagnostic and 
therapeutic measures employed in these 
cases—namely, the early use of radiologi- 
cal examination, and, in selected cases, 
gastroscopy; early feeding of such pa- 
tients; the more liberal use of blood trans- 
fusions and the more willing use of sur- 
gery, both as an emergency procedure and 
later definitive treatment. 





That the diagnosis of obscure bleeding 
is at times impossible to arrive at is evi- 
dent in the many reported series of cases 
of which a certain percentage are never 
solved in spite’ of complete x-ray and 
blood studies, at times surgery, and even 
autopsy examination. In various reports 
the percentage of undiagnosed hemorrhage 
runs from 4.2 to 40 per cent. In discuss- 
ing this problem it would be impossible 
in the time allotted and of little value to 
discuss the eighty or more causes of gas- 
trointestinal bleeding. However, it is im- 
portant to stress the several important 
causes which account for the majority of 
these cases and to present a few ideas 
which may be helpful in the diagnosis of 
obscure bleeding. 


CAUSE AND DIAGNOSIS 

For better anatomic and patholegic un- 
derstanding of gastrointestinal bleeding, 
Jones? has divided the gastrointestinal 
tract into three main divisions with the 
duodeno-jejunal juncture and the ileocecal 
valve as the dividing points. When a pa- 
tient presents himself with the history of 
hematemesis, the bleeding is above the 
ligament of Treitz unless, of course, he is 
obstructed. This immediately puts one on 
the trail of causes of bleeding in the first 
division which has arbitrarily been made. 
Hematemesis, of course, may be absent 
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with only melena as the presenting com- 
plaint. When a patient has passed blood 
rectally, one has the gamut of the gastro- 
intestinal tract to run. Tarry stools usu- 
ally mean upper gastrointestinal bleeding 
but dark clots can occur when blood is re- 
tained in the ampulla of the rectum and 
blood from ulcer bleeding has been known 
to pass rectally and red when the hemor- 
rhage is massive. 

However, let us stress the diagnoses to 
be thought of in the various sections of 
the alimentary canal. In the upper divi- 
sion there are two main diseases, peptic 
ulcer, and esophageal varices, with gastri- 
tis, hiatal hernia, and gastric carcinoma 
as less frequent causes. From the liga- 
ment of Treitz to the ileocecal valve is 
the second division and here the diagnoses 
make up a very small but important per- 
centage of the whole, as this is the blind 
spot where the diagnosis is easily missed. 
In this region Meckel’s diverticulum, leio- 
myosarcoma, and lymphosarcoma are the 
important causes, with benign tumors also 
occurring. When red blood passes rectally 
we think of the third division—the colon, 
rectum and anus—and here the diagnosis of 
first consideration is cancer. This does 
not imply that cancer is the leading cause 
of rectal bleeding but that it should be the 
primary thought until ruled out. When 
cancer is ruled out other causes of bleed- 
ing are polyps, diverticulitis, ulcerative 
infections, and hemorrhoids. 

There are many other conditions which 
must be considered and these must be in- 
vestigated according to the _ individual 
problem. That systemic disease might be 
the cause of this bleeding is often not con- 
sidered early enough, and it should be 
stressed that one must be sure that blood 
dyscrasias and vascular diseases, such as 
aneurysms, telangiectasis and hypertension 
are ruled out. 

On attacking the individual problem, 
the history is the first consideration. Of 
course, in the majority of cases adequate 
diagnostic information may have been se- 
cured before hemorrhage occurs. Of those 
that remain obscure the onset is frequent- 
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ly in a person of good health who is sud- 
denly seized by an urgent desire to defe- 
cate accompanied by faintness and passage 
of red or black stools. This may, at times, 
progress to a massive hemorrhage or, more 
frequently, after several passages subside. 
In many cases the bleeding will recur re- 
peatedly. It has been stressed by several 
authors that this type of patient rarely 
becomes a fatality. 


In many cases the cause will seem ob- 
scure at first but the diagnosis can be 
assured with a careful work-up. One 
should remember that massive hemorrhage 
from peptic ulcer is frequently unassoci- 
ated with pain, this being the first sign 
of an ulcer in about 20 to 30 per cent of 
the cases. Ulcer should always be thought 
of first as it causes 60 to 80 per cent of 
all upper gastrointestinal hemorrhage. In 
these days of therapy with ACTH and cor- 
tisone, it may be expected that an even 
higher proportion of bleeding ulcers will 
appear since these drugs stimulate the 
production of gastric secretions and acti- 
vate old ulcers or produce new ones. Can- 
cer rarely causes as profuse a hemorrhage 
as an ulcer or varices. Interrogation 
should be detailed as to the previous oc- 
currence of dyspepsia, weight loss, anorex- 
ia and alcohol intake. The occurrence of 
familial or personal bleeding episodes and 
of hypertension should be gone into care- 
fully. On physical examination spleno- 
megaly, hepatomegaly, spider angiomata, 
masses and nodes, and evidences of bleed- 
ing elsewhere must be looked for. 

X-RAY EXAMINATION 

The clinical investigation of such case 
is of utmost importance. It must be 
stressed that whereas ulcer is the most 
common bleeding lesion, it is also probably 
more often missed, since x-ray examina- 
tion is usually deferred for two or three 
weeks and it has been shown by many that 
an ulcer can heal enough within this pe- 
riod of time to go undisclosed by x-ray. 
In addition, one must not always assume 
that the x-ray finding of an ulcer means 
that the bleeding cannot be from some 
other source. When no ulcer can be dem- 
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onstrated and the history suggests it, one 
is justified in making an “inferential” 
diagnosis which will more often be correct 
than incorrect. Segal* has pointed out the 
occasional pitfall with this practice, how- 
ever, when a small bowel lesion is the cul- 
prit. Of the diagnostic procedures, x-ray 
examination is the most valuable aid in 
anatomical localization. This should in- 
clude the stomach, esophagus, duodenum, 
small bowel, and colon. Repeated examina- 
tion should be done if needed. Holmes 
has stated that “there are few cases in 
which the cause cannot be discovered by 
properly conducted roentgen examination.” 
And Crohn has said that “it is almost the 
rule that if x-ray is repeatedly negative 
the exploratory operation will be equally 
fruitless.” Until the last decade or so the 
investigator was reluctant to suggest ear- 
ly x-ray examination in the presence of 
active bleeding. This attitude, however, 
has undergone great change and with the 
techniques described by Hampton‘ and 
by Schatski® it has been shown that there 
is virtually no added hazard to a careful 
x-ray and fluoroscopic examination of the 
upper gastrointestinal tract. This is used 
by many even during massive hemorrhage, 
except where the picture is complicated by 
shock, and it is reported to have reduced 
the number of unknown sources of bleed- 
ing by fully half in many hospitals and 
clinics. It has been reasoned that the 
introduction of a thin barium mixture 
into the stomach certainly exerts no more 
injurious effect than the presence of food, 
blood or blood clots. Spot films should be 
taken of the esophagus because by this 
technique varices or tumors may be dem- 
onstrated which have not been visualized 
on fluoroscopy. 
GASTROSCOPY 

Another diagnostic procedure which has 
proved of great value is gastroscopy. This 
will reveal gastric ulcers and _ varices 
which are not demonstrable by x-ray and 
it has revealed gastritis in a small per- 
centage of otherwise obscure cases, which 
may occasionally cause massive hemor- 
rhage. It has been pointed out that gas- 
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troscopy and esophagoscopy can be safely 
done even in those cases in which the 
bleeding is due to esophageal varices.® 
Chis, of course, is a matter of personal 
evaluation that depends a great deal on 
the technique and the ability of the exam- 
iner. The value of proctoscopy and sig- 
moidoscopy is obvious in those cases in 
which the evidence points to bleeding 
from the lower bowel. Another method 
that has been suggested as an aid to diag- 
nosis is the use of the Levine or Miller- 
Abbott tube. One may be able to demon- 
strate the approximate level, particularly 
from the small bowel, from which the 
bleeding occurs. 
BLOOD STUDIES 

It is perhaps needless to point out the 
importance of proper blood studies. The 
blood count furnishes an index to the 
severity of the hemorrhage, although one 
must keep in mind the factor of concen- 
tration or dilution of the blood. Following 
a massive hemorrhage the blood count can 
be very deceiving and after adequate 


fluids have been administered there may 
be a decided drop in the erythrocyte count 
and hemoglobin without necessarily indi- 


cating further hemorrhage. Prothrombin, 
bleeding and clotting times, platelet count, 
and vitamin C level may furnish a clue 
of some previously unsuspected blood dys- 
crasia. Liver function tests will be of help 
in determining the presence of significant 
liver disease. 
LAPAROTOMY 

A procedure which seems to be thought 
of by many as a diagnostic method is ex- 
ploratory laparotomy and although there 
will occur an occasional case in which it 
seems a proper procedure, the incidence of 
positive findings in cases so handled has 
been reported by excellent men as being 
small. The chief value of this procedure 
is in the discovery of small bowel lesions 
as this is the so-called blind spot of the 
intestinal tract. Bleeding from a Meckel’s 
diverticulum is perhaps the most frequent 
lesion found in this region by this method. 
The attitude toward exploratory lapar- 
otomy is rather sharply divided and both 
schools of thought have important points 
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in favor of their arguments. Certainly, 
however, when this is resorted to, the ad- 
vice of Jones? should be followed. He 
points out the extreme importance of a 
very thorough inch by inch examination 
of the gastrointestinal tract beginning 
with a look at the stomach by means of 
an incisional opening. 
TREATMENT 

We now turn to the treatment of a 
massive hemorrhage of undetermined ori- 
gin. Those cases which are not of massive 
proportion will fall under the method of 
study just presented and should be treated 
according to the pathology found. In con- 
sidering the treatment of massive bleed- 
ing much valuable work has been done, 
particularly in relation to the management 
of massive bleeding ulcers. Of course, in 
many cases of obscure origin we are in 
reality dealing with an ulcer. In any 
event the treatment will be practically the 
same during the acute emergency. 

Of primary importance is the evaluation 
and determination of the immediate rapi- 
dity and severity of the hemorrhage. This 
must be done by careful and frequent ob- 
servation of the degree of shock as indi- 
cated by blood pressure, pulse rate, and 
general condition of the patient. As stated 
above, the blood count must be properly 
used to evaluate the degree of blood loss 
and whether or not bleeding continues or 
recurs. On the basis of these observations 
one must gauge the use of blood transfu- 
sions. In the not too distant past there 
was great fear surrounding the use of 
blood transfusions with the idea that rais- 
ing the blood pressure might dislodge a 
clot in the bleeding vessel and start a 
hemorrhage that had been checked. Blood 
transfusions are the essential backbone of 
therapy and should be administered as 
soon as blood can be made available and 
at a rate necessary to maintain the hemo- 
globin above 10 gms. and the red cell 
count above 3.5 million. This insures ade- 
quate blood volume reserve so that should 
bleeding recur irreversible shock will not 
appear. Not infrequently, two or more 
extremities are needed to transfuse blood 
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rapidly enough to keep ahead of shock and 
continuing hemorrhage. If possible, an 
adequate reserve of several pints of blood 
should be kept available. Frequent obser- 
vation is necessary to determine the fre- 
quency with which transfusions are to be 
administered. Needless to say, the condi- 
tion of the elderly or cardiac patient must 
be kept in mind in order not to precipitate 
pulmonary edema. 

To say that there is still some disagree- 
ment on whether to transfuse or not might 
be true but little has been published in 
recent years to refute the value of trans- 
fusions. Many clinical reports are avail- 
able that tend to dispel the idea that 
transfusions, regardless of the volume of 
the blood given or the rate at which it is 
given, cause recurrent bleeding. There is 
even experimental evidence that transfu- 
sions and increased blood pressure do not 
cause increased bleeding or dislodgment 
of the clot, but rather that transfusions 
exert a hemostatic and coagulant action. 

In support of the latter school of 
thought are the following reports: 

Hoerr® gives 500 cc. of blood every 

eight hours as necessary and reports no 

ill effects. 

Ginsberg’ reported giving 

every one and one-half to 

with good results. 

Aaron ™ said that he had given as much 

as 2000 ec. in an hour if necessary, and 

that as great an amount as 5000 cc. 
might be administered under his regi- 
men. 

These and other men have had good re- 
sults with massive transfusions and this 
reflects in large part the influence of 
shock studies and their results during the 
last war. This evidence in favor of mas- 
sive transfusions, as well as the facilities, 
were lacking to a considerable extent be- 
fore the war. 

Over and above the immediate value to 
the massively bleeding patient in combat- 
ting shock and restoring blood volume is 
the great benefit the patient derives from 
a general standpoint by having enough 
blood replacement to correct the marked 
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anemia and the depletion which results 
from disturbance of fluid and electrolyte 
balance. The patient’s period of hospitali- 
zation may thus be shortened, the patient 
being discharged in much better general 
condition. Also, if surgery is to be done 
the patient may go to the operating room 
well prepared rather than in the chron- 
ically depleted and unbalanced state that 
would exist after a prolonged period of 
anemia and low blood pressure and its 
attendant effects such as inadequate renal 
blood flow and anoxia. Blood is the physi- 
ologic replacement for that which is lost 
and plasma or other fluids will not take 
the place of it, no matter what the cause 
of bleeding or the treatment. Adequately 
large transfusions are the primary con- 
cern until all danger to life has been 
overcome. 


We now arrive at the argument of the 
feeders versus the starvers. First, it is 
needless to point out that many of the 
published statistics pertaining to the ques- 
tion are of little value since they include 
cases of mild hemorrhage along with those 
cases in which there might be controver- 
sial interest. The theory of the feeding 
school is based on the idea that there is 
more peristalsis and greater acidity in an 
empty stomach; that already clotted blood 
in the stomach is more difficult to handle 
than a light diet; and, that patients ap- 
pear to feel better and experience less 
nausea and vomiting if fed. There is little 
in reported series of cases comparing one 
regimen with the other to indicate much 
significant difference. The crux of the 
matter appears to be that such feedings 
do not aggravate the _ gastrointestinal 
bleeding and that the patients appear to 
be happier with the feeding routine. 

A more recent addition to the armamen- 
tarium of the physician treating massive 
upper gastrointestinal bleeding is the use 
of orally administered gelfoam suspension 
and thrombin solution. There has been no 
adequate evaluation of this procedure ap- 
pearing in the literature and it is diffi- 
cult to conceive of hemorrhage of arterial 
origin being greatly influenced by this 
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method of application. However, in the 
occasional case it is comforting to have 
this to add to one’s efforts at checking 
continuing hemorrhage. The intravenous 
administration of vitamin K, which would 
at first appear to be useless in the absence 
of pre-existing liver disease, may have 
some rationale on the basis of impaired 
liver function due to the anoxia which 
accompanies massive bleeding. 


Lastly, in a discussion of the manage- 
ment of massive gastrointestinal bleeding 
the importance of surgery must be con- 
sidered. Surgery must be considered from 
two standpoints: (1) immediate surgery 
in those cases that continue to bleed; and 
(2) the decision to resort to surgery from 
a more definitive standpoint. An impor- 
tant point that should have been brought 
out earlier should be emphasized here. 
The management of a case of massive 
gastrointestinal bleeding should be one of 
teamwork between the internist and the 
surgeon and any decision to operate as an 
emergency procedure must be the respon- 
sibility of both. The most important 
single factor in making this decision is 
the time element. It has been shown by 


many excellent men that the mortality of 


such a procedure is tremendously influ- 
enced by the period of time from the onset 
of bleeding to the time of surgery. Mor- 
tality rates in those cases operated on 
within forty-eight hours compared with 
those operated on beyond this period show 
striking differences. In the majority of 
series reported the mortality is at least 
doubled in those cases operated on after 
forty-eight to sixty hours. This factor 
has been more responsible than anything 
else in the fear toward operating on these 
cases, since in the not too distant past 
the importance of early surgery was not 
appreciated and acted upon promptly. It 
is extremely important to dispel the view 
of many that the surgical mortality is pro- 
hibitive. The discussion again centers 
mainly around the results of surgery in 
peptic ulcer. It cannot be denied that sur- 
gical mortality rates have been high in 
the past, but one finds that those patients 
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that were subjected to surgery were, for 
the most part, in the older age groups, 
had been long exsanguinated, and most 
would have died anyway. However, there 
is considerable recent statistical evidence 
based on series of cases where the surgeon 
and the patient were given a fair chance. 
Finsterer’s series of 78 cases operated on 
within forty-eight hours showed a mor- 
tality rate of 5.1 per cent. Sixty-three 
cases reported by him operated on after 
forty-eight hours had a mortality rate of 
26.9 per cent. As pointed out, there are a 
number of others reporting comparable 
results. 

Now that evidence has been presented 
that emergency surgery can be valuable, 
it is important to decide when and if it 
is indicated. In trying to predict who 
might require surgery before the forty- 
eight hours has passed one can not be 
dogmatic but the following points should 
be kept in mind. Each case must be indi- 
vidually evaluated, based on the following 
factors which point toward a high mor- 
tality. 

1. The arbitrary age of 45, although an 
evaluation of age should be physio- 
logical rather than strictly chrono- 
logical. 

2. A posterior duodenal ulcer or lesser 
curvature gastric ulcer. 

3. The first massive hemorrhage. 

4. The patient who does not respond 
clinically after twelve to twenty-four 
hours of intensive transfusions. 

There is little argument amongst the 
surgeons as to the best treatment surgi- 
cally. This is a subtotal gastric resection 
if the condition of the patient does not 
contraindicate it. Attempts to attack the 
bleeding area locally have been suggested 
but these efforts are condemned by those 
with extensive experience as being too 
frequently futile and they should not be 
attempted unless the situation is critical. 
If it is found impossible to remove a duo- 
denal ulcer the vessels leading to it should 
be ligated and it should be excluded. 
The gastric resection is not only the best 
method for the treatment of the bleeding 
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episode (obviously for a gastric ulcer) but 
it is also a definitive treatment of the 
disease itself. It should be brought out 
that this surgery should never be under- 
taken without the proper facilities and an 
expert team. 

The treatment of bleeding esophageal 
varices is a discouraging matter. One at- 
tempts to manage this type of case with 
the knowledge that there is serious and 
usually incurable underlying disease. Suc- 


cess in halting hemorrhage from this 
source is poor. Compression with the 
Sengstaken balloon tube in experienced 


hands can bring about a cessation of im- 
mediate hemorrhage. This will allow the 
patient to be transferred to the operating 
room if a decision has been reached to 
attempt ligation of the varices. This lat- 
ter measure, if done, is only temporarily 
successful, and any permanent or semi- 
permanent results that are to be obtained 
must be by means of more heroic surgery 
such as a portacaval shunt or some other 
anastomotic procedure aimed at diverting 
a large portion of the portal circulation in 
order to reduce the pressure that exists in 
the esophageal veins. In more minor 
hemorrhage from esophageal varices, one 
can hope that bleeding will stop on a con- 
servative program of small feedings, acid 
neutralization, proper positioning and anti- 
spasmodics. 


There is one last condition that I would 
like to mention before closing since it is 
being reported as the cause of serious 
bleeding more frequently than has been 
popularly appreciated. This is bleeding 
from diverticula of the colon. I feel par- 
ticularly compelled to mention this because 
in our clinic we have had a number of 
such cases in the past few years and they 
pose a difficult problem. It should be 
pointed out that this bleeding can occur 
from diverticula of the ascending colon 
and in such instances the bleeding will 
produce melena or black tarry stools. For- 
tunately, this type of bleeding is usually 
not so massive or rapid that adequate 
diagnostic studies cannot be carried out 
to determine the distribution and exten- 





KENNEDY, HENINGTON, DAvis—Skin Diseases 


siveness of the diverticulosis. If the pa- 
tient is fortunate enough to have this con- 
dition limited to a certain segment of the 
bowel, such as the lower descending and 
sigmoid colon, the surgery that may be- 
come necessary will not be nearly as ex- 
tensive as will be the case when the 
diverticulosis is diffuse throughout the 
colon. Complete colectomy has been ad- 
vised in such cases when the bleeding is 
massive and recurrent, as it most certainly 
can be. 
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We have had the feeling for a number 
of years that physicians themselves were 
at least partly responsible for the fact 
that mothers of newborn children troubled 
with skin conditions often turn to non- 
scientific and unreliable sources for ad- 
vice, obtaining the results with which we 
are all sadly familiar. As a matter of 
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fact, the skin care of newborn children is 
not yet well formulated. This paper is an 
expression of our own ideas on the sub- 
ject, supplemented by those of our pediat- 
ric colleagues. It is our hope that eventu- 
ally the Charity Hospital of Louisiana at 
New Orleans will establish a combined 
pediatric-dermatologic clinic in which the 
more difficult problems of these two spe- 
cialties may be handled in close coopera- 
tion by the specialists who must treat 
them. During the past year the advantages 
of such cooperation have been evident; we 
have exchanged consultations and have ad- 
vised together, and, speaking for the der- 
matologic side of the partnership, we have 
found our results greatly improved. 

We have been astonished, as time has 
passed, to observe the frequency of the 
commoner skin diseases in young children. 
We have also encountered a number of 
the more uncommon conditions, which we 
had not previously observed so early in 
life. We have come to the conclusion that 
some skin conditions in young children 
can be avoided altogether if those directly 
responsible for the care of these children 
are aware of their causes. If these dis- 
eases cannot be prevented, they can fre- 
quently be aborted, or promptly controlled, 
by correct management. 

ANATOMIC AND PHYSIOLOGIC CONSIDERATIONS 

Because the infant’s skin differs in a 
number of respects from the skin of the 
adult, it might be well to begin this dis- 
cussion with a brief summary of the chief 
points of difference. The skin in infancy 
is naturally thinner than the skin in 
adult life. It contains less keratin and 
less pigment, and thus affords less pro- 
tection against changes of temperature 
and against sunlight and friction. 


In infancy the eccrine sweat glands pro- 
vide the secretory mechanism; the apro- 
crine sweat glands found in _ postadoles- 
cents and adults, especially in the axilla, 
the groin, and the anal region, are not 
present at this period of life. The eccrine 
glands play a most important part in the 
skin conditions to be discussed in this pa- 
per. These glands, together with the seba- 
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ceous glands, begin to deposit their secre- 
tions upon the skin at a very early age. 
Perhaps their chief importance is in the 
formation of what is known as the acid 
mantle. In infancy there are gaps in this 
mantle in the axilla, the interdigital spaces 
and the genitocrural folds, all of which 
are areas particularly vulnerable to dis- 
ease at this time of life. 

The blood vessels of the skin, which 
serve as shock tissue, play a rather im- 
portant role in certain allergic conditions. 
The liberation of histamine, and its reac- 
tion with the reagins in the endothelial 
cells of the capillaries of the skin, produce 
the type of urticarial reaction occasionally 
seen in infants. These phenomena, to- 
gether with other physiologic responses of 
the skin in infancy, are influenced clinical- 
ly by the vitamin levels in the body. 


THE PREMATURE CHILD 

Routine of Management.—The excellent 
program of skin care in effect at the Pre- 
mature Center at Charity Hospital, under 
the direction of Dr. William T. Newsome,' 
can also profitably be applied to full-term 
children. In substance, with certain inter- 
polations of our own, it is as follows: 


1. Immediately after birth all gross 
blood, mucus and meconium are gently re- 
moved with plain water. The vernix case- 
osa, as far as possible, is left undisturbed. 


2. The scalp of the premature child is 
left untouched until the end of the first 
week of life. Then it is washed with bland 
soap and water. With full-term babies this 
cleansing is usually carried out during the 
first twenty-four hours of life, frankly 
for the satisfaction of the mothers. 


3. Bathing and local cleansing are ac- 
complished with clear water alone when- 
ever this is adequate. When it is not, a 
plain soap is used. 


4. Oils and greases are not applied to 
the skin. They are particularly undesir- 
able in premature babies, in whom they 
are often responsible for skin disorders. 
Many other pediatricians, and most der- 
matologists, share this point of view. 
Many feel that the medicated lotions often 
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used for this purpose are particularly 
harmful. 

5. Powders are also avoided, in the be- 
lief that they do no good. This opinion is 
not shared by all the pediatricians and 
dermatologists whom we consulted in the 
preparation of this paper. Our own feel- 
ing is that powders often have a cooling 
effect, and we recommend the use of 
bland, nonborated tales. 

6. Diapers are changed as soon as they 
become soiled. No application is a substi- 
tute for strict cleanliness. 

7. A freshly soiled diaper may be rinsed 
in the toilet bowl before it is put aside for 
later washing. If diaper rinses are used, 
zephiran chloride (1 tablespoonful to a 
washing) is satisfactory. 

8. If ammoniacal dermatitis develops, 
the addition of a few drops of dilute hy- 
drochloric acid to the formula will expe- 
dite healing. The administration of Fleet’s 
phosphosoda (30 drops to a quart of for- 
mula) will correct ammoniacal urine and 
the tendency to diaper rashes from this 
cause. 

9. The unnecessary use of any medica- 
tion in contact with the child’s skin should 
be avoided. A common result of this prac- 
tice is sensitization of the skin to the later 
therapeutic use of the drugs thus em- 
ployed. 

10. The care of the newborn child is a 
twenty-four hour a day duty. He should 
be checked at regular, frequent intervals, 
and whatever is necessary for his cleanli- 
ness and comfort should be done promptly. 
It is a common error to concentrate most 
of the child’s care in an hour or two in 
the morning and then neglect him for the 
rest of the day. 

This is a simple, sensible routine for the 
postnatal skin care of both premature and 
full-term children, and healthier, happier 
babies, with normal skin, can be expected 
when it is used. 

Common Skin Conditions.—At the Chari- 
ty Hospital Premature Center, according 
to Newsome,' four benign skin conditions 
are relatively common in newborn chil- 
dren, but cause very little trouble if they 
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are properly cared for. They are: 

1. Milia. These are probably retention 
products of sebaceous glands. They are 
most common upon and about the eyelids 
and on the cheeks, forehead and temples. 
Ordinarily they require no treatment. If 
they persist, they must occasionally be 
curetted, or even excised. 

2. Miliaria crystallina (sudamina). These 
small vesicles, which result from obstruc- 
tion of the sweat ducts, seldom last longer 
than a few days and sometimes are pres- 
ent for only a few hours. They disappear 
if the baby is kept cool and free from pers- 
piration. 

3. Toxic erythema. This condition, 
which is best described as a flea-bite-like 
dermatitis, is also temporary and inconse- 
quential. 

4. Folliculitis. This is a perifollicular 
infection caused by hemolytic Staphylo- 
coccus aureus. It may or may not follow 
some other pruritic dermatosis and it has 
a tendency to appear in cycles in nur- 
series. Treatment consists of sponging of 
the lesions with alcohol and the applica- 
tion of bacitracin ointment. In extremely 
severe cases systemic antibiotic therapy 
may be necessary. 


SKIN CONDITIONS IMMEDIATELY AFTER BIRTH 
At birth the infant’s skin is ordinarily 
a ruddy brick-red. In about half of all 
children a physiologic jaundice develops 
after the second day. It is more severe in 
premature than in full-term children be- 
cause in them it results from hepatic im- 
maturity and is caused by the inability of 
the liver to handle the increased amount 
of bilirubin present in the blood immedi- 
ately after birth. If the jaundice lasts 
longer than a few days, or if the child 
shows other signs of hemorrhagic disease, 
some more serious condition, such as ery- 
throblastosis fetalis, must be considered. 
Petechial hemorrhages are commonly 


seen on the face and neck of newborn 
children during the first two days of life. 
They are benign and disappear spontane- 
ously. 

Occasionally, a child is born with a skin 
so loose and wrinkled that it fits like an 
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versized garment. This condition, cutis 
laxa, is really not a pathologic process and 
he slack will be taken up as the child 
develops. 

Cutis marmorata, in which the skin has 
a purplish, mottled appearance, is most 
ften seen in feeble and malnourished in- 
fants and in babies exposed to cold. 

Certain normal physiologic changes oc- 
cur in the skin immediately after birth. 
As a rule, the body skin scales and peels 
off during the first week of life. The so- 
called cradle cap is a natural collection of 
scales and sebaceous secretion found on 
the scalps of all newborn babies. In itself, 
it is normal and harmless. If it is not 
properly cared for, preferably by the 
weekly application of olive oil, it can go 
on to seborrheic dermatitis. 

The skin of the newborn child is pecu- 
liarly susceptible to irritation and friction 
from clothing, especially when the child is 
overdressed. Miliaria may result, but will 
clear up without further treatment if the 
baby is kept clean and cool and if the 
causative factors are eliminated. 

MILIARIA (HEAT RASH) 

Miliaria may take three distinct forms, 
miliaria crystallina (sudamina), miliaria 
rubra (ordinary heat rash), and miliaria 
profunda (tropical anhidrosis).2 These 
three groups are fundamentally the same, 
in that they rise from retention of eccrine 
sweat within the sweat pores of the skin. 
They differ in degree, however, and the 
retention occurs at different levels of the 
pores. They may be localized or general- 
ized, and they may involve only a portion 
of the sweat ducts in any given area. 
Obese infants are peculiarly susceptible to 
miliaria. 

Possible causes of miliaria include ex- 
cessive or too frequent bathing; the use of 
excessively strong soaps; friction from 
clothing; the use of too tight clothing; the 
use of impervious clothing, such as nylon; 
hot, humid living conditions, with a lack 
of cool circulating air. 


Heat rashes have been produced experi- 
mentally * by use of wet compresses, the 
application of adhesive tape, superficial 
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topical applications of ointments and kero- 
sene, the use of saline compresses, and the 
application of Staphylococcus aureus to the 
skin. 

Treatment consists of keeping the baby 
cool, in a well ventilated environment, and 
controlling activity which would increase 
the sweating tendency. Friction from 
clothing is eliminated. The application of 
soothing dusting powders may help. Our 
own experience does not coincide with 
the experience of those observers who rec- 
ommend the use of anhydrous lanolin or 
mineral oil to the skin. Soaps which cause 
drying of the skin and which dissolve the 
lipid covering should be avoided. 

INTERTRIGO 

Intertrigo or chafing, which is charac- 
terized by redness, maceration and weep- 
ing of the tissues, tends to occur 
wherever the cutaneous surfaces are kept 
in apposition, as in the groins, the gluteal 
folds, and the axillae, and in the folds of 
the neck in fat babies. The use of tight 
rubber covers over wet diapers is a fre- 
quent cause. So is the use of impervious 
clothing. 

In the noninfectious forms of intertrigo 
treatment consists of the use of an in- 
candescent light over the affected parts; 
the daytime application of a drying pow- 
der (equal parts of zinc oxide and talc) ; 
and the nightly use of so-called 1-2-3 oint- 
ment, containing 1 part of Burow’s solu- 
tion, 2 parts of anhydrous lanolin or 
aquaphor, ‘and 3 parts of plain Lassar’s 
paste. Mild lotions are sometimes better 
tolerated than drying ointments. 

In secondarily infected cases, presuma- 
bly originating in Monilia albicans infec- 
tions, treatment consists of compresses of 
Burow’s solution (1 Domeboro tablet to 1 
quart of water or cold skimmed milk) or 
of zephiran chloride aqueous untinted 
(1:2,000 or 1:5,000). Water should not 
be used on the skin except in the form of 
starch or colloidal baths, and soaps should 
also be avoided. A plain dusting powder 
may be used. Nylon and other impervious 
clothing should be avoided and only cot- 
‘on garments worn. 
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A generalized form of intertrigo, resem- 
bling infantile eczema, may also develop. 
In these cases there is a local elevation of 
temperature, with suppression of evapora- 
tion, accumulation of secretions, erythema, 
denudation of the horny layers of the skin, 
retention of debris, and subsequent sec- 
ondary infection by pyogenic organisms, 
by Candida albicans or other yeasts, or by 
both pyogenic and yeast organisms. 


NONALLERGIC INFANTILE ECZEMA 

Some cases of apparent infantile 
eczema, in which allergy seems to play 
no part, develop because babies with es- 
pecially sensitive skins are bathed too 
frequently, or are scrubbed too hard. 
Highly alkaline soaps are responsible for 
some cases. Dehydration, scaliness and fis- 
sure formation result, and in the absence 
of proper treatment the condition may 
become severe and obstinate. Rothman * 
and others think that the xerosis found in 
so many babies during the winter months 
is explained not only by unduly frequent 
baths and excessive use of soap, practices 
which are responsible for removing an 
excess of the lipid covering of the skin, 
but also by inadvertent dehydration of the 
skin caused by over-heating of homes and 
similar practices. Some feel that a low 
humidity followed by a sudden rise in 
barometric pressure is an ideal setting for 
the chain of events that culminates in 
these skin disorders. The physiologic ex- 
planation is that more of the water con- 
tent of the keratin layer of the skin is 
dried out than reaches it from below, and 
that a state of dehydration results. 

The best treatment of this condition 
is the use of Lassar’s paste with 2 per 
cent cottonseed oil or olive oil. The use 
of the paste prevents too rapid absorption 
of the oil. Hydration should be increased 
by an increased intake of fluids. 

Many new soaps are commercially avail- 
able today for use on children with highly 
sensitive skins. These superfatted soaps 
have a reduced alkalinity and an excess 
of oil in their make-up. They are efficient, 
but are psychologically objectionable to 
some persons because, unlike the conven- 
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tional soaps, they do not lather. 
ALLERGY AND TRUE INFANTILE ECZEMA 

A considerable amount of allergy is en- 
countered in infants, as might be expected, 
since the incidence of allergy in the gener- 
al population is estimated at 10 per cent. 
A child with one allergic parent seems to 
have a 50 per cent chance of developing 
allergy; with two allergic parents the 
risk rises to 75 per cent. Egg white, how- 
ever, seems to be the single skin-sensitiz- 
ing allergen which can pass through the 
placental barrier and be present at birth. 
Infantile eczema, the earliest of the many 
different forms of allergy in human sub- 
jects, is probably the most important skin 
condition observed in infancy. About half 
of the babies who present it will later 
present some other form of allergy. 

Cow’s milk is probably the most anti- 
genic offender. The anaphylactic shock 
observed in guinea pigs is a well known 
phenomenon and a parallel perhaps oc- 
curs in young children. They are given 
cow’s milk the first few days of life, be- 
fore an adequate supply of breast milk is 
available. Then they are placed on the 
breast. Some months later, when they are 
weaned, feedings of cow’s milk are re- 
sumed. Because a skin sensitization has 
developed, they are now allergic to the 
milk, and they react to it when it is giv- 
en to them day after day. Some of the 
larger clinics and hospitals, to prevent 
this chain of events, are now using non- 
antigenic milk substances for infant feed- 
ing in the first few days of life. 

A variety of other offenders, in addi- 
tion to cow’s milk, may be responsible for 
allergy. They include egg, wheat, choco- 
late, citrus fruits, peas, spinach, fish, cod 
liver oil, house dust, feathers, kapok, glue, 
human or animal dander, dyes used in 
clothing, wool, nylon, rubber and plastic 
materials and allied products, baby oils, 
and fungi; Monilia albicans is a particu- 
lar offender. 

About 99 per cent of all allergic chil- 
dren have multiple sensitivities. The gen- 
eral experience is that 70 per cent of 
sensitivities involve food, about 10 per 
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cent pollens, and the remainder environ- him as long as possible. During lactation 


mental substances. 

McGovern * feels that bacterial infection 
plays an important role in both the causa- 
tion and perpetuation of some cases of 
infantile eczema, and on this basis rec- 
ommends parenteral as well as local anti- 
biotic therapy in their management. 

The identification of offending sub- 
stances is not always easy, because skin 
testing with inhalants and patch testing 
with contact substances is considerably 
less accurate in infancy than it is later 
in life. We have found that the most use- 
ful way of determining what food is caus- 
ing the trouble is not by elaborate elimina- 
tion diets and similar methods but by 
careful questioning of the mother as to 
what foods have caused vomiting, diar- 
rhea, and other digestive disturbances, 
what foods had been taken before the 
skin rash developed, and what foods the 
child refuses to take. This information 
gives a point of departure in the treat- 
ment of the case. 

Management—tThe first step in the 
management of the allergic child is pre- 
vention. Some of these children can be 
spared distressing experiences if the phy- 
sicians in charge always inquire into the 
genetic history, to identify possible atopy 
in the family. This is a particularly impor- 
tant consideration if an older sibling has 
manifested allergic tendencies. If the his- 
tory is positive, care in feeding, so that 
sensitization to certain allergens will not 
occur, will avert the man-made results 
some of us have been overlooking in other- 
wise good care of infants and young chil- 
dren. 

According to Grulee and Sanford,’ the 
incidence of eczema is much less among 
breast-fed than among artificially fed 
children. Their observations show that 
the potential of allergy is twice as high 
when bottle feedings are combined with 
breast feedings, and seven times as high 
when only bottle feedings are employed. 

The first precaution in cases of possible 


allergy is therefore to have the mother 
nurse the child, and to continue to nurse 


she should omit egg white from her diet 
and drink no more milk than is actually 
necessary. If breast feeding is not prac- 
tical, the following milk substitutes should 
be employed in the order of preference in 
which they are listed: 

1. Nutramigen. This preparation con- 
sists chiefly of amino acids, which are 
structurally nonallergenic and which are 
clinically less allergenic than other pro- 
teins. 

2. Mulsoy or some other soy milk. 
These preparations contain no animal pro- 
tein. They are high in unsaturated fatty 
acids, which may be helpful if an ecze- 
matous condition has developed. They sup- 
ply the necessary values of protein, fat, 
carbohydrate, and minerals. According to 
McGovern,® they are not always effective 
in relieving infantile eczema. If an allergy 
exists to lactalbumin, the child may also 
become allergic to soy products if they 
are used over long periods of time. Babies 
fed on these preparations sometimes be- 
come malnourished, show disturbances of 
the calcium-phosphorus ratio, or even 
develop an edema due to hypoproteinemia. 


3. Goat’s milk or evaporated goat’s 
milk. The casein constituent in goat’s milk 
is the same as in cow’s milk, but the lac- 
talbumin is different, and its use, there- 
fore, frequently solves the problem of in- 
fantile eczema when cow’s milk is the of- 
fending allergen. 

4. Taro milk, which is a vegetable milk 
substitute. 

5. Meat milk, with added minerals. 

6. Boiled cow’s milk. 

7. Casein digests. 

8. Cereal substitutes. 


The most satisfactory local application 
in infantile eczema consists of 1 per cent 
naftalan in Lassar’s paste. Hydrocortisone 
ointment has been employed, but we do 
not look with favor upon it. It has been 
shown that some of the newer topical 
preparations such as florinef (Squibb), 
and alflorone (Sharp and Dohme), be- 
cause of their chemical structure, are 
likely to be absorbed systemically, and 
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more completely, than certain other prep- 
arations (neocortef ointment and hydro- 
derm). One must, therefore, be on the 
alert to detect possible undesirable endoc- 
rine effects, just as when steroids are 
used internally. We seldom use these prod- 
ucts. 

Cortisone by mouth has been used in 


occasional, very obstinate cases of in- 
fantile eczema. Although dosages up to 
75 mg. daily have been employed, the 


smallest dose which will control the special 
case should be used. The risk of the devel- 
opment of Cushing’s syndrome is not seri- 
ous if the child is closely observed and if 
medication is discontinued as soon as un- 
toward signs occur. 

Steroid therapy is not, of course, cura- 
tive, and infantile eczema may reappear as 
soon as the drug is discontinued. Hill § 
has summed up the situation very well: 
Although no harm has been apparent in 
most infants treated for relatively long 
periods with moderate doses of cortisone, 
this treatment should be reserved for 
severe cases; should be used for as short 
a time as possible, and should be employed 
only to relieve immediate, distressing 
conditions. The best plan is to use dosages 
which will control the eczema, and not at- 
tempt to 


suppress it entirely by using 
large dosages. 
All suspected foci of infection should 


be eliminated. With bacterial allergy play- 
ing more and more of a part in some cases 
of infantile eczema it seems practical, as 
already mentioned, to use some form of 
antibiotic therapy systemically as well as 
locally if the proper indications exist. 

In some severe generalized cases, especi- 
ally those associated with edema and hy- 
poproteinemia, therapy should include 
liver extract, injections of vitamin B com- 
plex, the oral administration of hydrolyzed 
amino acids, and the intravenous use of 
plasma or whole blood. 

The condition of the child with infantile 
eczema should be thoroughly discussed 
with the parents. The disease will certain- 
ly be aggravated by an emotionally dis- 
turbed family. 
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Immunization—Diphtheria-tetanus anti- 
toxin should be given to the allergic child 
as a prophylactic measure, during derma- 
titis-free periods if possible. If protection 
against tetanus should become necessary 
before the toxoid has been given prophy- 
lactically, a bovine preparation should be 
used, provided that the child is known not 
to be sensitive to milk or beef.® In cases 
of sensitivity, a despeciated horse serum 
antitoxin may be used, but with great cau- 
tion. 

If pertussis immunization is necessary, 
it is essential that a phase I vaccine be 
used and that it be grown on media pre- 
pared with human rather than with animal 
blood, to avoid sensitization to a foreign 
protein. The vaccine should be given year- 
ly until the child is 5 years old. Immuni- 
zation against pertussis is necessary be- 
cause whooping cough may light up a sub- 
clinical respiratory allergy. If, in spite of 
the immunization, pertussis should devel- 
op, it should be vigorously combated with 
human immune globulin (Cutter Labora- 
tories) or hyperimmune human serum 
(Philadelphia Serum Exchange). 


A child with atopic dermatitis should 
not be vaccinated against smallpox until 
the skin is perfectly clear, for three rea- 
sons:” (1) There is danger of multiple 
inoculations in areas which have been 
scratched. (2) The virus is carried in the 
blood stream for a few days after injec- 
tion and may localize in any area of dis- 
eased skin. (3) Generalized vaccinia may 
result, and may be fatal as well as dis- 
figuring. If it is necessary to vaccinate 
an allergic child, it should be done during 
the summer (unless his allergy is ex- 
acerbated in that season), three or four 
weeks after the skin has become perfectly 
clear. Great caution should be exercised in 
the vaccination of a child who has un- 
vaccinated brothers and sisters with active 
eczema. The vaccinia could be transmitted 
to them from a contaminated towel, tub, 
or some similar contact. The same thing 
can happen if an atopic child is exposed 
to herpes simplex; he may develop a 


Kaposi type of varicelliform eruption. 
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Natural Cure—Why it happens is not 
clear, but the fact remains that most cases 
of infantile eczema subside spontaneously 
when the child is 2 or 3 years old. This 
may occur because the gastrointestinal 
wall ceases to be permeable to newly in- 
troduced proteins, or because there is such 
an alteration of the digestive enzymes that 
they can more completely handle the of- 
fending allergens, or because the absorbed 
protein is finally neutralized by some un- 
known immune reaction. Whatever the 
reason, pediatricians and dermatologists 
alike have reason to be thankful that na- 
ture ultimately terminates a condition that 
can be so uncomfortable for the child, so 
alarming for the parents, and so discon- 
certing to the physicians in charge of the 
case. 

SUMMARY 

In the past, not a great deal of atten- 
tion has been paid to the management of 
skin conditions in infants and_ very 
young children. This is unfortunate. Pe- 
diatricians and dermatologists have much 
to learn from each other, and consulta- 
tions between them should be encouraged. 
A proper routine of skin care will prevent 
many skin conditions in the immediate 
postnatal period, while proper care will 
readily control most of those which do 
develop. A routine applicable to both pre- 
mature and newborn infants is outlined. 
The management of the physiologic benign 
dermatitides which develop shortly after 
birth is discussed. The causation and ther- 
apy of intertrigo, miliaria, and skin al- 
lergies, particularly infantile eczema, are 
also discussed in the light of modern con- 
cepts and methods of management. 

Note.—We acknowledge with appreciation the 
helpful assistance given us in the preparation of 
this paper by Dr. Ralph V. Platou, Dr. John P. 
McGovern, and Dr. William T. Newsome. The 
discussions held with them were stimulating and 
useful. 
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4). 
THE COMMUNITY MANAGEMENT 


OF THE MENTALLY RETARDED* 
HERMAN YANNET, M.D. + 
SOUTHBURY, CONN. 

In the past, the contribution of the com- 
munity to the problem of the management 
of the mentally retarded was, in general, 
limited to the development of special 
classes in our grade schools for the less 
seriously involved, and the establishment 
of state institutions for the remainder. 
The inadequacy of such a total program 
has become increasingly evident. This is 
particularly apparent as our industrial 
civilization becomes more complex and 
the tendency towards urban living, wide- 
spread. It is clear that if we are to ex- 
ploit to a maximum the capacities of our 
mentally retarded, a more realistic ap- 
proach to the problem is essential. 

The major difficulties in meeting our 
responsibilities along these lines stem 
from the following aspects: 

1. The degrees of intellectual defect 
in our retarded population vary from the 
most profound with I.Q.s of 0-25 to levels 
that merge almost imperceptibly with the 
normal. This requires widely varying 
management techniques. Fortunately, the 
largest group, making up almost 75 per 
cent of the total, are found in the upper 
levels with I.Q.s between 50 and 75. These 


* Presented at the Seventy-fifth Annual Meet- 
ing of the Louisiana State Medical Society, New 
Orleans, May 3, 1955. 

+ Medical Director, Southbury Training School, 
Southbury, Conn. Associate Clinical Professor, 
Department of Pediatrics, Yale Medical School. 
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are amenable to training procedures which 
might insure adequate integration into our 
social and industrial society for the ma- 
jority. 

2. Inadequate facilities and programs 
tend to stimulate the development of anti- 
social and undesirable behavior patterns 
in the mentally retarded: to an even great- 
er degree than in the normal population. 
If not prevented by early attention to 
their needs, such behavior deviations com- 
plicate the later management, adversely 
affect the possibilities for successful com- 
munity integration; and frequently add to 
our delinquency problem. 

3. Since brain injuries and malforma- 
tions, whether of known or unknown etiol- 
ogy, account for the majority of our 
mentally defective population, we might 
expect a high incidence of other disabili- 
ties in this group. Such is the case, and 
other handicaps like cerebral palsy, 
epilepsy, basic personality defects, and 
sensory abnormalities are fairly common, 
and add to the difficulties of management. 

These three aspects, as well as others 
which will be mentioned later, make it 
difficult to discuss in a limited period, 
the over-all problem of management in 
any great detail. It is our purpose, there- 
fore, at this time, to simply summarize 
the more important and basic features of 
this problem. 


From the point of view of management, 
the mentally retarded may be divided into 
three groups: 

Group 1: This includes those with intel- 
lectual capacities as described by I.Q.s 
between approximately 50 and 75. They 
are both educable and trainable and for 
descriptive purposes are called high grade. 
They are rarely diagnosed as such before 
the third or fourth year of life. Most com- 
monly, their basic difficulties become ap- 
parent with the onset of their school ex- 
perience. This is not surprising since this 
period of life represents the first experi- 
ence of the child in a truly competitive en- 
vironment, where minimal degrees of in- 
tellectual deficiency may offer significant 
handicap. Experience has indicated that 
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the vast majority of this category of de- 
fect can be integrated into the adult social 
and industrial world if proper provision is 
made for their training, early supervision 
and management. This requires a special- 
ized community program designed to meet 
the needs of those children including pro- 
visions for some specialized facilities. To 
place the major responsibility for the re- 
habilitation of these children on the fami- 
ly alone, as has been the practice in the 
past, and still is, in most parts of the 
country, simply invites poor results. 

A coordinated program for this high 
grade category of the mentally retarded 
should include the following: 


1. Diagnostic facilities must be avail- 
able for early recognition. It is obvious 
that there are many reasons for malad- 
justment and failure to progress in the 
expected manner in school and in the com- 
munity. In only some of these children is 
the basic mechanism an intellectual defici- 
ency alone. In most it is a combination of 
factors, including physical, mental and en- 
vironmental conditions. The proper man- 
agement requires this knowledge in detail. 


2. Special classes in the grade schools 
for this category of the mentally retarded 
have been widely accepted by most com- 
munity public education systems as a 
means of meeting their educational re- 
sponsibilities for these children. Consider- 
able progress has been made in developing 
effective programs and defining accepta- 
ble goals. While these facilities of which 
there is still a shortage throughout the 
country, have attempted to meet the needs 
of the younger child in this defective 
range, they have done little to provide the 
means for industrial training and sociali- 
zation required for the older child for 
whom integration into our industrial soci- 
ety is the ultimate goal. Special classes for 
these older children in our regular high 
schools or regular manual training schools 
are vitally needed to meet this problem. 
In addition to the industrial training and 
exposure to the manual arts, the social 
values in the opportunities for contact 
with children of their own chronological 
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age and physical status are of inestimable 
importance. 

3. One of the major weaknesses in the 
management of these children, even in the 
more enlightened communities, has been 
the general failure to maintain some type 
of supervision for these high grade re- 
tardates after leaving the, more or less, 
protected environment of the public school 
system. Such supervision for which some 
type of social service organization must 
be responsible should include facilities 
for job counseling, finding and placement, 
as well as social and recreational guidance 
into acceptable channels. Social services 
of this type could be most effective when 
attached to general guidance and mental 
hygiene clinics already established as a 
community service, or in specialized facili- 
ties of this kind where the load makes 
this necessary. These clinics should also 
serve as a continuing means for the prop- 
er orientation of parents, the early recog- 
nition and treatment of minor behavior 
and personality disorders, and provide a 
necessary integration of home, school and 
training facilities and the community. 

An over-all program of this type or 
some acceptable approximation would 
make it necessary to institutionalize only 
a very small percentage of children in this 
category of defect. Such a solution, name- 
ly institutionalization for any individual 
child should be reserved for the following 
indications: 

1. A serious behavior or personality 
defect which makes it impossible to es- 
tablish a reasonably satisfactory school or 
community adjustment. In this case, the 
change in environment and some form of 
psychotherapy in the institution might re- 
duce the need for extended commitment 
and allow for an early return to the com- 
munity. 

2. A completely unsatisfactory home 
environment and an unavailable suitable 
foster home substitute occasionally neces- 
sitates institutionalization. Social work 
with the family while the child is away, 
may also reduce the need for extended 
separation. 


293 


3. The more or less complete absence 
of community facilities and active interest 
in the management of these children are 
probably the major factors necessitating 
institutionalization. The separation of a 
child from its family for these reasons 
is an unfortunate result of community 
neglect of, what I believe, should be a 
fundamental public responsibility. More- 
over, from the point of view of simple ec- 
onomics, to institutionalize a child because 
of paucity of community facilities repre- 
sents the most expensive and usually the 
least satisfactory way of meeting this 
problem on a long-term basis. 


Group II: Our second group of the men- 
tally retarded, described as middle grade, 
range in I.Q. from about 25 to 50. They 
make up about 20 per cent of the over-all 
problem, which is less than a third the 
numerical magnitude of the preceding 
category. The Mongoloid child is the best 
example of this group, and actually makes 
up a large part of it. The problem differs 
from that represented by the high grade 
retardate in many ways, including the 
following: 

1. Diagnosis is made much earlier in 
life, sometimes, as in the Mongoloid, at 
birth. Management problems requiring so- 
lution thus present themselves earlier. 


2. Prognosis, as to eventual intellectual 
status can be made with more assurance 
during early life. 

The proportion of these children that 
might be reasonably well integrated into 
the community with minimal supervision 
is difficult to estimate. Our past experi- 
ence in the community or institutional 
management of these children has failed 
to give us any adequate yardstick. The 
reason for this is obvious. With few ex- 
ceptions, practically no effort has been 
made either in supervisory services or 
training facilities to completely explore 
the industrial and adjustment capacities 
of these children. Another factor has been 
the relatively shortened life-span, so char- 
acteristic in pre-antibiotic days. We know 
now on the basis of present experience 
that this need not be and rarely is the 
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case for most, if satisfactory medical care 
is made available to an extent comparable 
to that of the normal population. Our past 
experience in the management of these 
children has been characterized by an al- 
most complete lack of available community 
facilities for the training of these chil- 
dren. The complete responsibility has been 
left to the individual family group, un- 
aided and frequently poorly oriented. The 
inevitable result has been an increasing 
demand for early institutionalization often 
soon after birth. Such a program of man- 
agement not only fails to meet the immedi- 
ate needs of the child or exploit any po- 
tential capacities but also falls far short 
of being a satisfactory solution for the 
many parental problems, instinctual, emo- 
tional or otherwise, that the birth of such 
a child precipitates in the family unit. In 
meeting this problem on a community 
basis certain fundamental aspects must 
be recognized and appreciated. 

1. The extreme importance of the 
mother-child relationship during the early 
years for the development of satisfactory 
personality and behavior patterns and ac- 
ceptable inter-personal relationships is al- 
most universally accepted in the case of 
the normal child. I am firmly convinced 
that such is also the case in mentally re- 
tarded children of the type we are dis- 
cussing at this time. In fact, it may pos- 
sibly be more vital for them, because of 
their handicap. This is true even though 
eventual institutional placement becomes 
necessary since even the protected envir- 
onment of an institution for these chil- 
dren is a relatively challenging experience 
in interpersonal relationships for which a 
satisfactory personality development is es- 
sential. 

2. The possibility that the presence of 
a retarded child of this category of severi- 
ty may provide a serious threat to the 
integrity of the family, especially if other, 
normal siblings exist, has been raised on 
many occasions. My own experience with 
many such families makes me firmly con- 
vinced that, while such a complication 
is possible, it need not occur except under 
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unusual conditions. However, parental ori- 
entation, starting early, and of a continu- 
ing nature, is essential. It is instinctual 
for parents to want to do that which they 
understand represents an important as- 
pect in the child’s future adjustment. 

I am also convinced that the other norm- 
al siblings in such a family need not be 
adversely affected by the presence of such 
a retarded child. The reaction and behavior 
of the normal siblings will be determined 
primarily by the reaction of the parents, 
especially the mother. If this is accepting 
and satisfactory, unfavorable sibling reac- 
tion is unlikely. 

One occasionally hears the fear ex- 
pressed that a particular mother of such 
a child might be too unstable, or emotion- 
ally unable to adjust to the presence of 
such an infant in the family. Experience 
suggests that the mother who is so emo- 
tionally insecure that the early care of such 
a handicapped child represents a serious 
hazard to her mental health, may be too 
unstable to successfully withstand an early 
separation from her child without serious 
emotional disability. 

The management of the middle grade 
retarded child, from what has been said, 
represents a joint responsibility of the 
family and the community. As in the case 
of the high grade retardate, certain facili- 
ties are essential. These include: (a) 
Special classes either in the school system 
or elsewhere, especially designed for this 
type of child; (b) industrial training 
units for the older child who is able to 
participate; (c) sheltered workshops, for 
those who continue to adjust and live in 
the community; (d) social services to 
integrate and coordinate the program, 
and supply some type of recreational ac- 
tivity. 

It is obvious that even an adequate pro- 
gram such as this will not result in the 
complete integration of most of these mid- 
dle grade retardates with our highly in- 
dustrialized society. However, from our 
experience at Southbury, one may expect 
a reasonable proportion to be so integrat- 
ed. What is of equal importance is that 
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for the remainder it would undoubtedly 
delay considerably the need for institu- 
tionalization, and improve greatly the sub- 
sequent adjustment. The economic bene- 
fits resulting from the reduced periods of 
domiciliary care, and the incalculable sat- 
isfaction of the parents involved would 
in themselves justify the program. 
Group III: This category of the men- 
tally retarded includes those with the 
most profound degree of handicap. This 
so-called low grade group, with I.Q.s well 
under 25, fortunately only makes up 5 
per cent of the over-all problem. They 
can be recognized very early in life, and 
there is a high incidence of associated 
handicaps, especially cerebral palsy and 
epilepsy. For most, the problem of man- 
agement is primarily custodial, humane 
care. The severity of the intellectual defi- 
cit makes it impossible to develop any 
significant interpersonal _ relationships. 
The need for a mother-child relationship 
is thus of minimal importance, and it is 
more a matter of merely supplying care, 
rather than who undertakes this respon- 
sibility. The family, per se, has little to 
offer such a child over and above that 
of an acceptable institution. The problem 
here is almost entirely one that primarily 
affects the family unit rather than the 
child. For various reasons, some economic, 
many families elect to supply this care 
at least while the child is young enough 
not to make the care too burdensome. 
Since private residential care is probably 
outside the financial means of most fami- 
lies except for relatively short periods, 
public supported facilities must be made 
available to meet this problem. In this 
country, as a rule, the problem has been 
met by the addition of nursery-like 
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structures to our state training schools. 
Elsewhere, smaller structures, designed 
for this purpose, are built in the vicinity 
of larger population centers where the 
necessary services can be more easily 
purchased, reducing the need for supply- 
ing personnel quarters as is done in this 
country. With the increased life span of 
these children resulting from the advances 
in the control of infectious diseases, our 
training schools are gradually finding 
it necessary to divert more and more of 
their services to these ever-increasing cus- 
todial responsibilities. There is need for 
a reevaluation of our efforts in meeting 
this problem so that the basic functions 
of the training schools are not neglected. 
We, in Connecticut, where the problem is 
as urgent as elsewhere, are becoming in- 
creasingly interested in the possibilities 
of smaller nurseries near larger popula- 
tion centers for this type of child. This 
type of decentralized service under state 
or local control offers interesting pos- 
sibilities in meeting what appears to be 
an expanding and vital problem. 


I realize that this paper has little that 
can be considered as basically “medical’’. 
Yet, it has an important place in the de- 
liberations of physicians to whom parents 
traditionally turn with such problems as 
affect the mentally retarded. The recent 
growth of parent groups with their le- 
gitimate demands for help in meeting 
their needs has made it increasingly im- 
portant for physicians, from whom advice 
will be sought, to inform themselves not 
only of the nature of the problem but also 
the measures the community must take 
to adequately meet its responsibilities in 
this respect most effectively. 
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CARBON TETRACHLORIDE 
POISONING 

The dangerous effects of carbon tetra- 
chloride should become well understood by 
the profession and better appreciated by 
the public. This chemical was discovered 
by a French chemist and physician, Reg- 
nault, in 1839, as a product of the action 
of chlorine on chloroform in_ sunlight. 
After the introduction of chloroform as 
an anesthetic, and in succeeding years, 
carbon tetrachloride was used as an anal- 
gesic and as an anesthetic, but not with 
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favorable results. About a half century 
ago, because of its effect as a solvent for 
fats, it was used as a shampoo. In a few 
years, disastrous results led to its disuse 
in that field. In 1921, Hall published his 
work on the potency of carbon tetrachlor- 
ide as a vermifuge against hookworm, 
and in the decade that followed much of 
the knowledge we now have of carbon 
tetrachloride was developed. While it was 
an effective vermifuge for hookworm, 
some of the persons taking it became ill 
and many died. Since that time it has 
had little use in medicine and its place 
has been taken by the appreciably less 
toxic tetrachlorethylene, which has largely 
supplanted it as an anthelmintic. 

The danger at the present time comes 
from its industrial use. A review by 
Hardin! gives an instructive account of 
its wide increasing use, its dangers, and 
the disease picture produced by poisoning. 
It is a solvent for such materials as oils, 
grease, fats, waxes, rubber paints, lacquer, 
asphalt, gums, and resins. It vaporizes 
quickly and because of its ability to dis- 
solve grease has been used as a dry clean- 
er. It is noninflammable and has a large 
use as a fire extinguisher. It is also one 
of the raw materials in the production of 
the “Freons,” which are widely used as 
refrigerants, and it is also used in the 
fumigation of grain. Because of its use 
in these many fields, the chance of poison- 
ing by ingestion or inhalation has greatly 
increased. In twenty-five years the pro- 
duction has jumped from 33. million 
pounds per year to 331 million pounds per 
year. 

According to the regulations governing 
handling of this chemical containers hold- 
ing mixtures of 10 per cent or more of car- 
bon tetrachloride should have the following 
label: “WARNING: HARMFUL VAPOR. 
Harmful if swallowed. Avoid prolonged 
breathing of vapor. Avoid prolonged con- 
tact with skin.” The maximum allowable 
concentration is 25 parts of carbon tetra- 





1 Hardin, B. L., Jr.: Carbon tetrachloride poi- 
soning—A review, Ind. Med. & Surg. 23:3, 93-105 
(March) 1954. 











Editorial 


chloride per million parts of air. The 
odor perception threshold is about 80 parts 
per million. “If you can smell it, it is 
unsafe.” 

Clinical and experimental observations 
have established the fact of considerable 
variability in human susceptibility to pois- 
oning by carbon tetrachloride. The effects 
are much the same whether by ingestion 
or inhalation, except in the former the 
liver symptoms come first. 

In acute poisoning the onset and course 
are a matter of minutes, during which 
time there is rapid development of ma- 
laise, weakness, nausea, vomiting, tachy- 
cardia, and prostration in varying degree. 
Death may occur in a matter of minutes. 
Recovery may be rapid, possibly to be fol- 
lowed by subacute poisoning later. 

Geiger attributes the unconsciousness to 
the anesthetic effect of the drug, and the 
sudden death to the effect of the drug on 
the heart, in which there is development 
of frequent ventricular extrasystoles, and 
subsequently, ventricular fibrillation. Sub- 
acute poisoning is the more frequent and 
the more important type, in which there 
is a slower onset and a longer duration 
of symptoms. These are due to the severe 
toxic effect of the chemical upon, prin- 
cipally, the liver, the kidney, and the 
nervous system. Necrosis of the central 
part of the liver lobule occurs to a greater 
or less extent. This may be followed by 
the evidences of severe liver disease, or 
regeneration may take place in a matter 
of weeks. The effect on the kidney is on 
all parts of the nephron but principally in 
the distal convuluted tubules and the 
loops of Henle, producing the clinical pic- 
ture of lower nephron nephrosis or acute 
renal insufficiency. In this situation, the 
clinician, without the history of exposure 
to carbon tetrachloride, would be apt to 
make a diagnosis of chronic glomerulone- 
phritis. 

There is a stage of oliguria or anuria 
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beginning one to three days after expos- 
ure and lasting one to three weeks. In 
favorable cases diuresis would begin about 
the thirteenth day and would last one to 
two weeks. Diuresis may be so active that 
dehydration may become threatening. 

Treatment for the condition is not spe- 
cific Supportive therapy may be very 
helpful. In cases in which liver damage is 
extensive the treatment would be similar 
to what one would use for infectious hepa- 
titis. Hardin notes, however, that in spite 
of experimental work and theoretical con- 
siderations, the use of sodium xanthine, 
choline, Biz, and calcium proposed by 
various authorities has not been effective. 
A high carbohydrate diet is desirable, and 
a high protein diet might or might not 
be desirable depending upon the degree of 
azotemia. The most important problem in 
the realm of treatment is that of a lower 
nephron nephrosis. Not more than 700 to 
1000 ml. of fluid should be given daily 
during the oliguric stage. 

Renal decapsulation, peritoneal dialysis, 
intestinal irrigation, and exsanguinotrans- 
fusion have not been successful. 

The principal aim is nutritional support 
during the time that regeneration of the 
liver and kidney cells may take place. 

Chronic poisoning appears in those in- 
dividuals who have had prolonged expos- 
ure to small amounts of this chemical. 
Cases of amblyopia, mental dullness, cir- 
rhosis of the liver, and chronic dyspepsia 
have been reported. 

Carbon tetrachloride along with many 
other solvents, therefore, constitutes a 
widespread industrial hazard. Its poison- 
ing effects may be obvious or subtle. A 
minor degree of protection is provided by 
the laws governing its distribution. The 
principal safety will come only from ade- 
quate public education and from the con- 
tinued alertness of the profession in treat- 
ing patients where exposure has been a 
possibility. 
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ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


KEPT THE FAITH 

The Woman’s Auxiliary to the American Medi- 
eal Association presented the American Medical 
Education Foundation, with a check for $80,000, 
to be distributed to the respective Grade A 
Medical Schools for use in any manner best 
fitted to their needs. This, we think, is a worth- 
while contribution and the members of the Auxi- 
liary should be proud of this accomplishment. 


AMA REGISTRATION 

Physician registration totals stood at 11,403 by 
4 p.m. on Thursday, June 9. This compares with 
an MD registration of 11,700 in San 
last year at the end of the fourth day. 

Grand total of all registrants for the Atlantic 
City meeting reached 26,767. In addition to the 
doctors, that figure is: 12,450 
137 nurses, 833 residents, 239 technicians, 
388 medical students, and 517 


Francisco 


breakdown on 
guests, 
interns. 


MEMBER REPRESENTATION 
We are indeed pleased to know that our So- 
ciety was so well represented at the AMA meet- 
ing in Atlantic City. The following members 
were registered and we are sure they profited 
materially by participating in the program: 
M. M. Miller, WR 
Lake Charles 
lan M. Thompson 
Ft. Dix 
Donovan C. Browne 


Hardy, Sr., 
New Orleans 
Bahn 
New Orieans 
Sidney D. Bullard 
New Orleans 
Richard A. Faust 
New Orleans 
George M. Haik, 
New Orleans 


Grustayv ¢ 


New Orleans 
Wm. W. Coulter, J 
Greenwell Springs 
Wilkes A. Knolle 
New Orleans 
Fr. W. Pickell, c 
Baton Rouge 
Charles C. Abbott 
New Orleans 
William B. Clark 
New Orleans 
Val H. Fuchs, 
New Orleans 
Carlton L, Harris 
Baton Rouge 
Stonewall J. Phillips, 
New Orleans 
Bertha N. Wexler, 
New Orleans 
Alton Ochsner, 
New Orleans 
Geo. E. Burch, 
New Orleans 
Guy A. Caldwell 
New Orleans 


Gordon Joblnson, 
New Orleans 
Burl Bb. Lane, Jr 
Zachary 
Lee D. MeLean 
New Orleans 
Sanford W. Tuthill 
Bogalusa 
Vineent J. Derbes 
New Orleans 
Merrill ©. Hines 
New Orleans 
Thomas Campanella 
Baton Rouge 
Charles A. Jones 
New Orleans 
Milton L. MeCall 
New Orleans 
Robert E 
New Orleans 
Robert W 
Shreveport 


Schoel, 


James Q. Graves Borders, 


Monroe 


James H. Ferguson, 
New Orleans 

EK. M. Harrell, 
Lafayette 

D>. T. Milam, 
Monroe 

Morris J. Weisler, 
New Orleans 

James H. Allen, 
New Orleans 

John Adriani, 
New Orleans 

James W. Burks, 
New Orleans 


Philip H. Jones, 
New Orleans 

Richard L. Buek, 
New Orleans 

A. N. Evans, 
Alexandria 

Nathan Goldstein, 
New Orleans 

Arthur A. Herold, 
Shreveport 

Martin S. Kleckner, Jr., 
New Orleans 

Arthur FE. Me Keithen, 
Hodge } 

Nathan H. phimer, 
New Orleans 


C. Grenes Cole, 
New Orleans 
Max M. Green, 
New Orleans 


Francis J. Vineent, 
Crowley 


REPORT ON ACTIONS OF THE HOUSE OF 
DELEGATES, AMERICAN MEDICAL 
ASSOCIATION 
104th ANNUAL MEETING 
JUNE 6-10, 1955 
ATLANTIC CITY 
This report covers only a few of the many 
important subjects dealt with by the House and 
is not intended as a detailed report on all actions 

taken. 
ATLANTIC CITY, 
medical ethics, 


June 10 — Osteopathy, 
medical practices, intern train- 
ing, hospital accreditation and polio vaccine were 
among the major topics of discussion by the 
House of Delegates at the American Medical 
Association’s 104th Annual Meeting held Jnue 
6-10 in Atlantic City. 

Elected unanimously as president-elect for the 
coming year was Dr. Dwight H. Murray, general 
practitioner of Napa, California, who has been 
a member of the A.M.A. Board of Trustees for 
ten years and its chairman for the past four 
years. Dr. Murray will become president of the 
American Medical Association at the June, 1956, 
meeting in Chicago, succeeding Dr. Elmer Hess 
of Erie, Pa. Dr. Hess took office at the Tues- 
day evening inaugural program in Atlantic 
City’s Convention Hall. 

The House of Delegates voted the 1955 Distin- 
guished Service Award of the American Medical 
Association to Dr. Donald G. Balfour, surgeon, 
author and researcher of Rochester, Minn., for 
his outstanding contributions to medicine and 
humanity. Dr. Balfour has been with the Mayo 


Clinic since 1907 and he also has been associate 
director and then director of the Mayo Founda- 
His 


tion for Medical Education 


and Research. 
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son, Dr. William Balfour, accepted the award 
for his father at the Tuesday inaugural pro- 
gram. 

The Osteopathic Issue 

The Reference Committee on Medical Educa- 
tion and Hospitals submitted two reports after 
considering the recommendations of the Com- 
mittee for the Study of Relations Between Os- 
teopathy and Medicine. The minority report, 
which was adopted by the House of Delegates, 
said: 

“One member of the Reference Committee was 
completely satisfied that an appreciable portion 
of current education in colleges of osteopathy 
definitely does constitute the teaching of ‘cultist’ 
healing, and is an index that the ‘osteopathic 
concept’ still persists in current osteopathic 
practice. Since he cannot with good conscience 
approve the recommendation that doctors of 
medicine teach in osteopathic colleges where 
‘cultism’ is part of the curriculum, he respect- 
fully makes the following recommendations to 
the House of Delegates: 

“1) That the report of the Committee for 
the Study of Relations Between Osteopathy and 
Medicine be received and filed; and that the 
Committee be thanked for its diligent work, and 
be discontinued. 

“2) That if and when the House of Dele- 
gates of the American Osteopathic Association, 


their official policy-making body, may volun- 
tarily abandon the commonly so-called ‘osteo- 
pathic concept’, with proper deletion of said 


‘osteopathic concept’ from catalogs of their col- 
leges; and may approach the Trustees of the 
American Medical Association with a request for 
further discussion of the relations of Osteopathy 
and Medicine, then the said Trustees shall ap- 
point another special committee for such dis- 
cussion.” 

The majority report of the reference commit- 
tee, which was rejected by the House, made the 
following recommendations: 

“Your Reference Committee after a study of 
the report of the Committee for the Study of 
Relations Between Osteopathy and Medicine and 
the study of other evidence submitted is not 
completely satisfied that the current education 
in colleges of osteopathy is free of the teaching 
of ‘cultist’ healing. 

“In view of the desire to elevate the stan- 
dards of teaching in colleges of osteopathy, your 
Reference Committee recommends approval of 
the recommendation of the Committee that doc- 
tors of medicine may accept invitations to assist 
in osteopathic undergraduate and postgraduate 
medical educational programs in those states in 
which such participation is not contrary to the 
announced policy of the respective county and 
state medical associations. Such teaching ser- 
vices would be ethical. 
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“Your Reference Committee approves the rec- 
ommendation of the Committee that the House 
of Delegates request state medical associations 
to assume the responsibility of determining the 
relationship of doctors of medicine to doctors 
of osteopathy within their respective states or 
request their component county societies to do 
so. 

“Your Reference Committee recommends that 
a committee be appointed at the discretion of 
the Board of Trustees to confer with representa- 
tives of the American Osteopathic Association 


concerning common or inter-professional prob- 
lems on the national level.’ 
Change in Medical Ethics 
The Reference Committee on Miscellaneous 


Business dealt with ten resolutions concerning 
the dispensing of drugs and appliances by physi- 
cians. The committee 


following report was 
adopted by the House: 
“A great many individuals appeared before 


your committee in the interest of several reso- 
lutions submitted to it requesting amendment to 
or deletion of Chapter I, Section 8 of the Prin- 
ciples of Medical Ethics, and the bulk of your 
committee’s time was spent on this very impor- 
tant and complex matter. 

“With reference to this problem, the follow- 
ing resolutions were considered: Nos. 7, 12, 16, 
18, 22, 35, 39, 58, 62 and 73. 

“Your committee recommends that no one of 
these resolutions be adopted as submitted but 
does recommend deletion of Section 8, Chapter 
I of the Principles of Medical Ethics which now 
reads: 


‘OWNERSHIP OF DRUGSTORES AND 
DISPENSING OF DRUGS AND 
APPLIANCES BY PHYSICIANS 

‘Sec. 8.—It is unethical for a physician to 

participate in the ownership of a drugstore in 
his medical practice area unless adequate drug- 
store facilities are otherwise unavailable. This 
inadequacy must be confirmed by his compo- 
nent medical society. The same principle ap- 
plies to physicians who dispense drugs or ap- 
pliances. In both instances, the practice is 
unethical if secrecy and coercion are employed 
or if financial interest is placed above the 
quality of medical care. On the other hand, 
sometimes it may be advisable and even neces- 
sary for physicians to provide certain appli- 
ances or remedies without profit which pa- 
tients can not procure from other sources.’ 

“Your committee recommends that the follow- 

ing be substituted in lieu thereof: 


DISPENSING OF DRUGS AND APPLIANCES 
BY PHYSICIANS 

‘Sec. 8.—It is not unethical for a physician 

to prescribe or supply drugs, remedies, or ap- 
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pliances as long as there is no exploitation of 

the patient.’ ”’ 

In reporting to the House the chairman of 
the Reference Committee explained that in the 
opinion of the Committee the Code of Ethics 
should be stated in broad principles rather than 
attempt to interpret principles in detail. In 
recommending the change in Section 8 the 
Committee emphasized that this section should 
be interpreted in line with Chapter I, Section 6, 
which reads: “The ethical physician, engaged 
in the practice of medicine, limits the sources of 
his income received from professional activities 
to service rendered the patient ws 


Medical Practices Committee Report 

The Reference Committee on Insurance and 
Medical Service, which considered two Board of 
Trustees reports on the Report of the Commit- 
tee on Medical Practices, recommended endorse- 
ment of the Board’s principal conclusions and 
recommendations. The House of Delegates, how- 
ever, adopted a_ substitute 
action until next December. The motion 
called for distribution of the entire report of 
the Committee on Medical Practices to all dele- 
gates, so that they can study it carefully before 
the 1955 Clinical Meeting in Boston. 


motion postponing 
also 


Internship Approval Programs 
The adopted the following statement 
presented by the Reference Committee on Medi- 
cal Education and Hospitals: 


House 


“Your Committee has reviewed the report of 
the Council on Medical Education and Hospitals 
which includes a summary of the reports pre- 
viously made to the House of Delegates by the 
Ad Hoc Committee on Internships and are in 
agreement with the Council that these conclu- 
sions and recommendations are eminently sound 
and that they should be incorporated into the 
principles and policies employed by the Council 
in the conduct of its internship approval pro- 
grams including subsequent revisions of the 
Essentials of an Approved Internship. 

“Your Committee wishes specifically to re- 
affirm the following recommendations of the 
Ad Hoc Committee on Internships: 

1) That a continuing study be made as to 

what should be the content of an internship; 
what constitutes sound clinical experience dur- 
ing the internship year. 
That the ‘one-fourth rule’ be adopted: 
Any internship program that in two successive 
years does not obtain one-fourth of its stated 
complement be disapproved for intern training. 
It was pointed out to your Committee in the 
hearings that statistical data compiled for a 
period of two years indicated that enforcement 
of this rule would have displaced only a few 
interns.” 


oO) 





Organization Section 


Hospital Accreditation 

The same reference committee considered six 
resolutions on hospital accreditation and _ pre- 
sented the following statement which was 
adopted by the House: 

“Your reference committee has reviewed all 
these resolutions which in principle are similar 
and apparently reflect a widespread dissatisfac- 
tion with the present functioning of the Joint 
Commission on the Accreditation of Hospitals, 
possibly from bilateral misunderstandings. There- 
fore, your reference committee recommends that 
the Speaker of the House of Delegates be re- 
quested to appoint a special committee to review 
the functions of the Joint Commission on the 
Accreditation of Hospitals to consist of seven 
members, none of whom shall be members of 
the Council on Medical Education and Hospitals 
or the Joint Commission on the Accreditation of 
Hospitals. This special committee should be in- 
structed to make an independent study or sur- 
vey and report its findings and recommendations 
to the House of Delegates at the next annual 
meeting. All physicians and hospitals are urged 
to pass on to this special committee any ob- 
servations or suggestions concerning the func- 
tioning of the Joint Commission on the Accredi- 
tation of Hospitals.” 


Polio Vaccine 

The House passed three resolutions suggested 
by the Reference Committee on Hygiene, Public 
Health and Industrial Health in connection with 
discussion of the Salk polio vaccine and the 
introduction of new methods in the treatment 
or prevention of disease. 

The first resolution reaffirmed ‘confidence 
in the established methods of announcing new 
and possibly beneficial methods in the treat- 
ment and prevention of disease’ and also re- 
affirmed “the need for the presentation of re- 
ports on medical research before established 
scientific groups, allowing free discussion and 
criticism, and the publication of such reports, 
including methods employed and data acquired 
on which the results and conclusons are based, 
in recognized scientific publications.” 

The second resolution included the following 
policy statements: 

“Resolved, that the American Medical Asso- 
ciation go on record as disapproving the pur- 
chase and distribution of the Salk polio vaccine 
by any agency of the federal government except 
for those unable to procure it for themselves 
and that such necessary federal funds therefore 
be allocated to the various proper state agencies 
for such purpose; and be it further 


“Resolved, that the American Medical Asso- 


ciation urge the Congress of the United States 
to allow the Salk polio vaccine to be produced, 
distributed and administered in accordance with 
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past procedures on any new drug or vaccine.” 
The third Salk as 


follows: 


resolution commended Dr. 


“Whereas, the physicians of this country rec- 
ognize the great scientific achievement in isolat- 
ing and perfecting a vaccine for the prevention 
of poliomyelitis by Dr. Jonas Salk; and 

“Whereas, this vaccine is now being used to 
prevent poliomyelitis among many of our chil- 
dren; therefore be it 

“Resolved, that the House of Delegates ex- 
press its profound gratitude to Dr. Salk and its 
admiration for his monumental 
medineal science.” 


contribution to 


Miscellaneous Actions 
Among a large number of actions on a wide 
variety of subjects, the House of Delegates also: 
Commended the “Medic” program; 


Reaffirmed its previous recommendation that 


television 


the United States withdraw from the Interna- 
tional Labor Organization; 

Approved the Headquarters Survey Report, 
which included the statement that “the only 
public relations program of any permanent 


value is the private and public relations of the 
individual doctor’’; 

Expressed regret that the Hoover Commission 
saw fit to alter or eliminate some of the 
ommendations of its Medical Task Force; 

Reaffirmed its opposition to extension of the 
Doctor Draft Law; 

Recommended the creation of an 
Committee on Geriatrics; 


rec- 


A.M.A. 


Warned against the danger embodied in state 
legislative proposals designed to restrict the en- 
tire field of visual care to the 
optometry. 


profession of 


Opening Session 

Principal addresses at the Monday 
session of the House of Delegates were given 
by Dr. Walter B. Martin of Norfolk, Va., re- 
tiring A.M.A. president, and Dr. Elmer Hess of 
Erie, Pa., then president-elect. Dr. Martin de- 
clared that the basic philosophy of medicine has 
not changed and “our obligation is to bring the 
best that medicine can offer to the individual 
patient.” Dr. said that the nation’s phy- 
sicians must become leaders in a campaign to 


opening 


Hess 
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“overcome the ravages of mental illness” as 
well as in an “intensive campaign to eliminate 
the needless bloodshed” of traffic accidents. 
Inaugural Program 
Proclamation of Faith” 
theme of the Tuesday evening inaugural pro- 
gram, which was broadcast nationwide by the 
ABC Radio Network. Dr. Hess, in his inaugural 
address, said that ‘“‘unless we are willing to give 
of ourselves and our faith, 
avail us little.’ Dr. Norman 
eminent clergyman who was guest speaker on 
the inaugural program, pointed out that ‘the 
drawing together of medicine and religion is a 
step in helping man toward proper use of his 
God-given potentials and qualifications.” 


“Medicine’s was the 


will 
Peale, 


science 
Vincent 


our 


Election of Officers 
The following officers were elected 
closing session, in addition to Dr. 
new president-elect: 


Dr. Millard D. Hill, Raleigh, N.C., vice presi- 


at the 
Murray, the 


dent; Dr. George F. Lull, Chicago, secretary; 
Dr. J. J. Moore, Chicago, treasurer; Dr. E. 
Vincent Askey, Los Angeles, speaker of the 
House of Delegates, and Dr. Louis M. Orr, 


Orlando, Fla., vice speaker. 

Dr. Gunnar Gundersen, La Crosse, 
named chairman of the Board of Trustees to 
succeed Dr. Murray. Dr. James R. Reuling, 
Bayside, N.Y., was elected to fill Dr. Murray’s 
term on the Board. Re-elected as trustees were 
Dr. L. W. Larson, Bismarsk, N. D., and Dr. T. P. 
Murdock, Meriden, Conn. 

Dr. Louis A. 
named by Dr. 
Judicial 


Wis., was 


Buie, Rochester, 
Hess to succeed himself on 
Council. Elected to the 
Medical Education and Hospitals were Dr. 
Harlan English, Danville, Ill., and Dr. James 
M. Faulkner, Boston, the latter succeeding him- 
self. Re-elected to the Council on Medical Service 
was Dr. H. B. Mulholland, Charlottesville, Va. 
Elected to the same Council were Dr. A. C. 
Scott, Temple, Tex., and Dr. R. B. Chrisman Jr., 
replacing Dr. Orr. 

Dr. 3. 


was 


Minn., was 
the 


Council on 


E. Pickett, Sr., Carrizo Springs, Tex., 
re-elected to the Council on Constitution 
and Bylaws, and Dr. Warren Furey was named 
to the same Council to replace Dr. James Stev- 
enson, Tulsa, Okla. 
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MEDICAL NEWS SECTION 
CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 
Calcasieu Fourth Tuesday every other month Lake Charles 
East Baton Rouge Second Tuesday of every month Baton Rouge 
Morehouse Third Thursday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Tangipahoa Second and fourth Thursdays 

of every month Independence 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


TENNESSEE VALLEY MEDICAL ASSEMBLY 


The Tennessee Valley Medical Assembly 
(sponsored by the Chattanooga and Hamilton 
County Medical Society) will hold a meeting 
October 3 and October 4, 1955, at the Read 


House, Chattanooga, Tennessee. 

There will be four and among the 
speakers will be Dr. Edgar Hull and Dr. Alton 
Ochsner. 

Attendance at the Assembly, it is stated, pro- 
vides acceptable medical study requirements for 
continued membership in the American Academy 
of General Practice. 

Registration fee is $15, which includes the ban- 
quet on October 3. Early registration is urged 
and should be sent to: Chattanoogans, Inc., 819 
Broad Street, Chattanooga, Tennessee. 


sessions 


DR. HAYES ATTENDS ATLANTIC CITY 
MEETING 

Dr. Daniel W. Hayes, who is Governor for the 
State of Louisiana senior delegate to the 
American Diabetes Association for Louisiana, at- 
tended the Board of Governors meeting as well as 
the annual meeting of the American Diabetes 
Association in Atlantic City, June 3-5. He is 
chairman of the Committee on Diabetes for the 
Louisiana State Medical Society as well as chair- 
man of the Committee for the Orleans Parish 
Medical Society. 


and 


A.M.A. COMMITTEE REPORT ON FEE 
SPLITTING PROBLEMS 

A special committee of the American Medical 
Association at the Atlantic City meeting on June 
6, 1955, offered a four-point program to correct 
the basic economic causes of fee splitting within 
the profession. 

The Committee on Medical Practices, which 
was appointed by the A.M.A. Board of Trustees 
early in 1954, recommended that: 


1. A special committee be created to work on 
a relative value seale, based on points and not 
dollars, for the whole of the practice of medicine 
and surgery. It would indicate the proper rela- 
tion fees for various medical and sur- 
gical specialties. 

2. A program of public education on the value 
of diagnostic and medical work be fostered to 
increase the public’s appreciation of non-surgical 
work. 

3. The American Medical Association encour- 
age the various specialty boards in medicine to 
reappraise the value of their regulations restrict- 
ing the practice of those seeking or holding board 
certificates. 

4. The American Medical Association continue 
to discourage arbitrary restrictions by hospitals 
against general practitioners. 

Dr. Dwight H. Murray, Napa, Calif., President- 
elect of the A.M.A. Board of Trustees, termed 
the report “the most constructive and exhaustive 
relating to the problem of fee splitting ever writ- 
ten. 


between 





UROLOGY AWARD 

The American Urological Association offers an 
annual award of $1000 (first prize of $500, sec- 
ond prize $300 and third prize $200) for essays 
on the result of some clinical or laboratory re- 
search in Urology. Competition shall be limited 
to urologists who have been graduated not more 
than ten years, and to men in training to become 
urologists. 

The first prize essay will appear on the pro- 
gram of the forthcoming meeting of the American 
Urological Association, to be held at the Statler 
Hotel, Boston, Massachusetts, May 28-31, 1956. 

For full particulars write the Executive Secre- 
tary, William P. Didusch, 1120 North Charles 


Street, Baltimore, Maryland. Essays must be in 
his hands before December 1, 1955. 
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SCHEDULE OF LABORATORY REFRESHER TRAINING COURSES 
DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 
July 1955-June 1956 
Dates Course 
No. Courses Duration 
Sept. 12-23 8.40 Laboratory Diagnosis of Bacterial Diseases 2 wks. 
Part 1. General Bacteriology 
Sept. 12 to Oct. 7 8.00 Laboratory Diagnosis of Parasitic Diseases 4 wks. 
Part 1. Intestinal Parasites 
Sept. 26 to Oct. 7 8.41 Laboratory Diagnosis of Bacterial Diseases 2 wks. 
Part 2. General Bacteriology 
Oct. 10-28 8.01 Laboratory Diagnosis of Parasitic Diseases 3 wks. 
Part 2. Blood Parasites 
Oct. 17-28 8.20 Laboratory Diagnosis of Viral and Rickettsial Diseases 2 wks. 
Oct. 17-28 8.50 Laboratory Diagnosis of Bacterial Diseases 2 wks. 
Enteric Bacteriology 
Oct. 31 to Nov. 4 8.26 Laboratory Diagnosis of Rabies 1 wk. 
Oct. 31 to Nov. 11 8.15 Laboratory Methods in Medical Mycology 2 wks. 
Part 1. Cutaneous Pathogenic Fungi 
Nov. 14-25 8.16 Laboratory Methods in Medical Mycology 2 wks. 
Part 2. Subcutaneous and Systemic Fungi * 
Nov. 14-25 8.55 Laboratory Diagnosis of Tuberculosis 2 wks. 
Nov. 28 to Dee. 9 8.17 Laboratory Methods in the Study of Pulmonary Mycoses 2 wks. 
Dec. 12-16 9.40 Laboratory Diagnostic Methods in Veterinary Mycology 1 wk. 
Mar. 12-23 8.20 Laboratory Diagnosis of Viral and Rickettsial Diseases 2 wks. 
Mar. 26-30 8.26 Laboratory Diagnosis of Rabies 1 wk. 
8.05 Laboratory Diagnosis of Malaria ** 2 wks. 
8.21 Virus Isolation and Identification Techniques ** 2-4 wks. 
8.42 Typing of Corynebacterium diphtheriae ** 1 wk. 
8.51 Special Problems in Enteric Bacteriology ** 2 wks. 
8.52 Phage Typing of Salmonella typhosa ** 1 wk. 


* Completion of Course 8.15 or equivalent education or experience is a prerequisite. 


** Courses offered by special arrangement only. 


Information and application forms may be obtained from Laboratory Training Services, U. S. 
Public Health Service, P. O. Box 185, Chamblee, Georgia. 


AMERICAN BOARD OF OBSTETRICS AND 


GYNECOLOGY, INC. 
The Part II Examinations of the American 
Board of Obstetrics and Gynecology were held 


May 12 through 20 at the Edgewater Beach Hotel 
in Chicago, Illinois; 387 candidates 
amined. 


were ex- 


After twenty-five years of continuous service, 
Dr. Walter T. Dannreuther was 
President of the Board by Dr. F. Bayard Carter. 
Dr. Dannreuther will continue with the Board 
as a member of the Executive Committee. 


succeeded as 


After many years of faithful service as a Di- 
rector, the resignation of Dr. Willard R. Cooke 
was accepted with regret and Dr. Conrad G. Col- 
lins of New Orleans was elected to fill his un- 
expired term. 

Applications for certification for the 1926 
Part I Examinations are now being accepted. 
Candidates are urged to make such application 
as early as possible, and before October 1, 1955, 
through Dr. Robert L. Faulkner, 2105 Adelbert 
Road, Cleveland 6, Ohio. 


AIR CONDITIONING * 


The wide differential in temperature between 
summer climates and some _ air-conditioned in- 
teriors poses a possible health question. “The 


chief difficulty centers about the ‘comings and 
goings’ of occupants of this artificial climate.” 
In winter, the human body becomes adjusted so 
that persons leaving interiors heated to about 
80 degrees (Fahrenheit) can enter a near-zero 
environment with only the addition of an over- 
coat and hat. In summer, however, moving from 
air-conditioned environments with relatively low 
temperatures into exteriors of high temperatures 
may result in a condition of “thermal shock.” 
The ideal solution of a three to four stage tran- 
sition is unfortunately impractical. “Under the 
circumstances described, much may be accomp- 
lished by clothing adjustments. In many air-con- 
ditioned spaces, particularly if there is excessive 
air motion, added garments are necessary, especi- 
ally among women. The divestment of these gar- 
ments aids the physiological state on re-entering 
the hot outer air. Humidification of the air is 
less important to health than was earlier con- 
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tended. As to comfort, the degree of humidity 
may be more important but still is not fundamen- 
tal. Some investigators, with respect to air con- 
ditioning in summer, advise merely dehumidify- 
ing the air to a low point without effort to lower 
temperatures, but this may give rise to an un- 
pleasant sense of chilling owing to increased 
evaporation. In any event, a humidity between 
40 and 60% is regarded with favor.” 
*QUERIES and MINOR NOTES: Air condi- 

tioning, Journal of the American Medical Asso- 
ciation 157:1265 (April 2) 1955. 

AMERICAN DERMATOLOGICAL 

ASSOCIATION, INC. 
ANNUAL PRIZE ESSAY CONTEST 


The American Dermatological Association is 
again offering a series of prizes for the best 
essays submitted for original work, not previ- 


ously published, relative to some fundamental as- 
pect of dermatology or syphilology. The purpose 
of this contest is to stimulate investigators to 
original work in these fields. Cash prizes will be 
awarded as follows: Five hundred dollars, four 
hundred dollars, three hundred dollars and two 
hundred dollars for first, second, third and fourth 
place, respectively. 

Manuscripts typed in English with double spac- 
ing and ample margins as for publication, to- 
gether with illustrations, charts and tablets, all 
of which must be in triplicate, are to be sub- 
mitted not later than November 15, 1955. 

The manuscripts should be sent to Dr. J. La- 
mar Callaway, Secretary, American Dermatologi- 
Duke Hospital, Durham, North 
Those which are incomplete in any of 
the above respects will not be considered. 


cal Association, 
Carolina. 
Manu- 
scripts should be limited to ten thousand words 
or less and the time of presentation of 
essay shall not exceed thirty minutes. In order 
to aid fair judgment, papers should be submitted 
under a nom de plume with no information any- 
where in the paper as to the institution or clinic 
where the work was done. 


prize 


SHINGLES PATIENTS RESPOND TO 
GAMMA GLOBULIN 

Five of six patients treated with gamma globu- 
lin were relieved of painful symptoms of herpes 
zoster, also known as shingles, a Florida physi- 
cian reported. 

Dr. I. Irving Weintraub, Gainesville, reported 
on the cases in the April 30 Journal of the Ameri- 
can Medical Association. Gamma globulin has 
been used previously in treatment of measles. 

Dr. Weintraub said in four of the six patients, 
a “dramatic relief of pain occurred within the 
first 24 hours.” Skin outbreaks were stopped by 
the treatment and no further infection was seen. 
A patient whose skin eruptions had been present 
for seven days before treatment was relieved of 
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pain in 48 hours. Complete healing of the erup- 
tions required from one to three weeks. 

Only one patient, with nerve involvement, did 
not respond to treatment, Dr. Weintraub said. 
All patients, except one hospitalized for bleeding 
skin eruptions, continued to work in spite of “ex- 
tensive involvement” in some cases. 


WHY INJECTIONS HURT 

Practically everyone at some time or another 
has had an injection and practically everyone 
knows it hurts sometimes. A New York City 
physician today explained just why—and what 
can be done about it. 

It’s not just the jab of the needle as it punc- 
tures the skin that causes the trouble, according 
to Dr. Janet Travell, of Cornell University Medi- 
eal College. Her report on injection pain ap- 
peared in the June 4 Journal of the American 
Medical Association. 

There are three reasons why the _ injection 
hurts, she said. One is mechanical—the needling, 
or sudden distention of tissues from rapid injec- 
tion of the fluid. The others are irritation—due 
either to antiseptic on the skin or to the injected 
fluid itself, and abnormal sensitivity of the skin 
or the muscle. 

She strongly disagreed with the notion “that 
some pain is to be expected from the mere jab 
of the hypodermic needle,” and said “given a non- 
irritant solution” injections can be made painless. 


SYNTHETIC WETTING AGENT FOUND TO 
HAVE OTHER USE 

A synthetic wetting agent which can make a 
duck sink also can be a useful laxative, Drs. 
James L. Wilson and David G. Dickinson, Ann 
Arbor, reported on the unusual use of the ma- 
terial in the recent May 28 Journal of the Ameri- 
can Medical Association. 

The material, dioctyl sodium _ sulfosuccinate 
(Aerosol O.T.) was developed 15 years ago. It 
shown that a small concentration of this 
material in water made it so “wet” that ducks in 
the water sank. 

The Michigan physicians said that the materi- 
al’s usefulness in patients suffering even severe 
constipation was based on its ability to mix 
water and fatty material and therefore dissolve 
herd masses. 

They said they had used the material for many 
hundreds of patients in the past 12 years and 
found it has “wide usefulness” because a good 
laxative effect can be obtained without the dan- 
ger of ill effects, even when used for long peri- 
ods. 

It is especially useful in children suffering 
disorders of the intestinal tract. They also have 
found it helps relieve constipation in patients 


was 


with poliomyelitis, especially the severely para- 
lyzed who require artificial lungs. 
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PHYSICIAN WARNS AGAINST VACATION 
DRIVING DANGER 

Beginning of vacation time brings a warning 
against long-distance, non-stop driving from a 
Washington, D. C. physician. 

Dr. Carl J. Potthoff said three-fifths of driver 
defects leading to accidents are fatigue and fall- 
ing asleep. Writing in the May Today’s Health 
magazine, published by the American Medical 
Association, Dr. Potthoff said one-fifth of drivers 
involved in fatal accidents are out-of-state resi- 
dents but in vacation time the proportion is 
much higher. 

“Drivers who set long mileage schedules for 
each day usually are fast drivers; speed is the 
leading cause of traffic accidents and as it in- 
creases the injuries are greater in the case of 
accident,” he said. 
home cause 
much-increased said. “Contacts 
are with garage service men, physi- 
cians, lawyers, police officers. Injuries may re- 
quire a long stay at the local hospital. It may 
be necessary to summon distant relatives. Police 
or civil action may require a return many months 
later. 


sustained far from 
difficulty,” he 
strangers: 


“Accidents 


DOCTOR TELLS HOW TO AVOID ULCERS 

Anyone can get an ulcer. It’s not a merit badge 
for the hard-working man, but a common disease 
that can strike anybody who doesn’t take the 
trouble to avoid it. 

The main strains that lead to ulcers are emo- 
tional, but most ulcers (if not all of them) can 
be warded off, according to Dr. John E. Eichen- 
laub, of the University of Minnesota School of 
Medicine. He tells how to avoid ulcers in a re- 
cent (October) Today’s Health magazine, pub- 
lished by the American Medical Association. 

“There’s nothing mysterious about an _ ulcer. 
It is a hole in the protective lining of the stom- 
ach or upper intestine,” he said. “Through this 
hole, the acid and digestive juice made in the 
stomach wall eat at the tender underlying tissue. 

“But this doesn’t just happen. It’s the end 
result of two physical and chemical changes.” 

The changes come from the stomach’s over- 
working—making too much acid and juice; and 
from a loss of vitality in a patch of the stomach 
wall or upper intestine. Both these things hap- 
pen mainly because of certain kinds of emotional 
stress. 


ASPIRIN MOST EFFECTIVE IN 
TREATING POLYARTHRITIS 
Aspirin remains the drug of choice in the treat- 
ment of polyarthritis accompanying rheumatic 
fever and ‘“‘may be of some benefit in carditis,” 
according to Dr. Currier McEwen of New York 
University School of Medicine. 
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After some 30 years of medical agreement con- 
cerning aspirin’s ineffectiveness against rheu- 
matic heart damage, Dr. McEwen observes that 
the issue is now being re-examined. Prompting 
the reappraisal, he states in Medical Clinics of 
North America (39:353, 1955), are the continu- 
ing reports of the international cooperative study 
of rheumatic fever. This study found that aspirin 
is as effective in treating the disease as cortisone 
and ACTH. Since most experts agree that corti- 
sone and corticotropine are of some value in 
carditis, it ‘naturally suggests the possibility that 
salicylates, too, may be of some benefit,’’ Dr. 
McEwen says. 

Another indication, he notes, is that “rebounds 
similar to those seen when a hormone is stopped 
occur also when salicylates are rapidly discon- 
tinued.” The rebound after hormone therapy can 
be at least partially suppressed by aspirin, he 
adds, citing a recent study. 


BURN OINTMENT MADE FROM 
ALOE PLANT 

An ointment made from the tropical aloe vera 
plant, proven in a number of medical tests to be 
highly effective in treating sunburn and burns 
of all kinds, is now being distributed to retail 
drug stores around the country. Heretofore it 
had been available only to physicians, hospitals 
and industrial clinics. 

Known as Collins Aloe Ointment, thousands of 
applications under strict medical supervision have 
proven that it is highly effective in reducing 
pain, and healing the skin, in cases of burns 
caused from the sun, hot metal, hot fat, electri- 
city, friction, steam scalds and other causes, and 
for minor skin ulcerations not complicated by 
bloodstream infection. 

The most significant results in healing burns 
were recently reported in The Bulletin of the 
Biological Sciences Foundation, Ltd., which stated, 
“Through carefully controlled research it has now 
been definitely established that an ointment, 
made principally from one of the oldest known 
medical remedies, Aloe vera, is the most satis- 
factory and successful remedy for the treatment 
of the devastating skin and tissue damage caused 
by atomic bomb explosions in the treatment of 
burns resulting from exposure to beta irradiation. 
Heretofore surgical excision of the involved area, 
followed by painful plastic repair, has been con- 
sidered by many as the only satisfactory method 
of treatment.” 


EXAMINATION COULD REDUCE TOP 
CAUSES OF BLINDNESS 

Eye tests for all children about their third 
birthday and regular examinations for older per- 
sons are “‘the only hope” of preventing the two 
greatest causes of blindness in the U.S., a Boston 
physician said recently. 

Dr. Trygve Gundersen, an ophthalmologist, said 
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early detection is essential in reducing cases of 
glaucoma and amblyopia ex anopsia. He said an 
estimated 1,130,000 persons have unrecognized 
glaucoma and perhaps more than a million are 
blind in one eye from disuse. How many of the 
glaucoma patients may become totally blind can- 
not be estimated, but the number “must be high,”’ 
he said. Many of the disuse patients can live 
with no great handicap—but would be completely 
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sightless if injury or disease blinded their one 
good eye. 

Glaucoma is a disease marked by strong pres- 
sure inside the eye which hardens it and produces 
a dull grey appearance. Amblyopia ex anopsia 
is a dimness of vision resulting from long disuse 
of the eye, which shows no visible impairment. 
It most frequently occurs among children with 
strabismus, or crossed eyes. 
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Treatment of Mental Disorder; by Leo Alexander, 
M.D., Philadelphia, W. B. 
1953, Pp. 507, Price $10.00. 
This book is an attempt by the author to pre- 

sent an eclectic viewpoint regarding the therapy 

of psychiatric Alexander states 
that “it is difficult for me to understand why so 
many adherents of physical treatment should have 
failed to avail themselves of the cup of psycho- 
dynamic understanding and why so many in the 
field of psychodynamics should disdainfully re- 
ject the wine of physical treatment with a vehe- 
mence comparable to that of the crusading as- 
cetic”. He emphasizes that his text is an attempt 
to blend dynamic and physical therapy. However 
as the volume unfolds, the author’s biased view- 
point is characterized by his statement that 

“This trend (reliance upon psychotherapy alone) 

goes on in spite of the fact that no scientific 

proof has been established that the major mental 
illnesses are at all modifiable by 

Some intellectualiza- 

tion regarding dynamic psychotherapy is utilized 

by the author, but emphasis is on physical con- 
cepts. This is 
of Dr. 


Saunders Company, 


disorders. Dr. 


significantly 
purely psychological means”. 


understandable in view 


years of 


somewhat 


Alexander’s many training, ex- 


perience and research in the physical treatment 
of mental 
The 


stressed, 


disorders. 

symptoms of anxiety and depression are 
and the that anxiety is 
worsened by electroshock therapy and depression 
is strikingly relieved. There are numerous ex- 
cellent statistical in the book, both 
the author’s long experience and from 
other publications. Dr, Alexander views lobotomy 
as a treatment to be utilized only as a last resort. 
He warns against the fallacy of looking at the 
diagnosis only and overlooking the stage of ill- 
ness and the mechanisms susceptible to modifi- 
cation. 


point made 


studies from 


various 


In general the volume is an important contri- 
bution to psychiatric literature and should be of 
considerable interest to the psychiatrist. 

GENE UspINn, M.D. 
The Hepatie Circulation and Portal Hypertension; 
by Charles G. Child, III, M.D., W. B. Saunders 

Company, Philadelphia, Pp. 444, Price $12.00. 

In the preface to this monograph, the author 
states, “It is my hope that, as published, this 


volume will enable the basic scientist to appreci- 
ate some of the clinical problems which confront 
the physician and surgeon in their efforts to man- 
age successfully patients with hepatic disease 
and related disorders. Conversely, I believe that 
clinical scientists may benefit from a_ broader 
understanding of the fundamental problems in- 
volved in any disease process. Briefly stated, the 
major objective in writing this book is to help 
close the gap in time which always seems to ex- 
ist between discoveries in the basic sciences and 
their clinical application to disease.” 

The author has achieved his objectives in an 
admirable fashion. He has brought together an 
unusual amount of pertinent material on the liver 
and has presented it in an interesting and critical 
manner. He proceeds from a discussion of the 
historical background to a review of the gross 
and microscopic anatomy and the circulation of 
the liver. The chapter on the “Normal Physiolo- 
gy of the Hepatic Vasculature” is particularly 
well done. The second part of the book is con- 
cerned with various aspects of hepatic disease 
and with the role of the liver in various patho- 
logic states, such as portal hypertension, etc. 
This section and seven appendices give details of 
various experimental and clinical approaches to 
the study of liver function and hepatic disease. 
The bibliography is complete and unusually up- 
to-date. This small monograph should be con- 
sidered as one of the most complete and valuable 
sources of information on modern approaches to 
the study and evaluation of liver function and 
disease, H. S. MAYERSON, Ph. D. 
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